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TABLETS Lumbago, Neuralgia. 
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According to experiments of Prof. G. Domagk, the 
tuberculostatic action of Neoteben is 1C0 times greater 
than that of streptomycin and about J0 times greater 
than that of Conteben. 


“. . . The striking advantages of Neoteben are its 
very strong tuberculostati¢ action, its excellent tolerance 
and its low dosage regimens.” 


Prof. Ph. KLEE, President, 58th Internists’ Congress, 
Wiesbaden, 1952 
Packings: 
BAYER Bottles of 100 tablets of 0-05 g. 
R ” 500 ” 0-05 g.- 
» Bayer« 0:2 g- 


Leverkusen, Germany ” » O2 g. 
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Pharmaceutical Department: 
Lentin Chambers, Dalal Street, Post Box 1478, Bombay ! 


Branches: 
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*FIAS ALL-GLASS SYRINGES of Resistance Glass and Luer Mount 
Made in Italy. 
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*HOT AIR STERILIZERS Made in Switzerland. 


Price list on Request 


3 ASHA SCIENTIFIC COMPANY 
Lotkikar Mansion, 503, Girgaum Road, BOMBAY 2 


A Dependable Source for Hospital, Laboratory and Physician Supplies. 


a fa] 8 
in 10 c.c. phiale 
Supplied at Rs. 12 per 10 c.c. 
Please apply to ' 
THE CHIEF MEDICAL OFFICER 
Swedish Mission Hospital 
TIRUPATTUR, RAMNAD DISTRICT, S. INDIA 
For Everything of 
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Wightiana (fatty acids free and non-irritant) 
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for Injections in the treatment of Leprosy. 


PRICE LIST ON REQUEST: 
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Diagram symbolizing competition for 
** shock-tissue receptor sites by hist- 
amine (H) and an antihistaminic (AH). 


Modus operandi... 


The clinical use of antihistaminics such as mepyramine maleate and promethazine 
hydrochloride for the symptomatic relief of allergic and anaphylactic conditions is 
based on the theory of histamine-release. 

According to this concept, allergy is the result of a reaction between the sensitizing 
substance, the allergen or antigen, and specific antibodies produced by the body. 
Once the hypersensitive individual has become sensitized, further exposure to the 
offending substance results in excess release of histamine or a histamine-like 
compound, which in turn provokes the allergic manifestation. The nature of this 
response in a particular individual depends on the part or parts of the body acting 
as shock-tissues 

The antihistaminics are not believed to prevent the antigen-antibody reaction in 
the ‘* shock-tissue '’, nor to destroy the histamine thereby released, but it is thought 
that in some unknown manner, perhaps by competing for and occupying or blocking 
the receptor-sites in the ** shock-tissues "’, they prevent tissue damage by histamine. 
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trade mark brand trade mark brand 
MEPYRAMINE MALEATE PRO METHAZINE HYDROCHLORIDE 

the general purpose antihistaminic. the antihistaminic combining powerful and pro- 
longed activity with subsidiary pharmacological 

properties useful in certain cases. 
Tablets .. Containers of 25 x 0-05 and 0°10 Gm. Tablets .. Containers of 25x 0-0! and 0°025 Gm. 
Elixir .. a Bottles of 4fl. oz. Elixir Bottles of 4 fl. oz. 
2:5% solution.. Boxes of 10 x 2¢.c. ampoules. 2°5% solution .. Boxes of 10x 2c. ¢. ampoules. 
2:0% cream .. i Containers of | oz. 2:0% cream .. as Containers of | oz. 
Detailed literature will gladly be sent 
on request 
manufactured by MAY & BAKER LTD 
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SPEED! 
LATITUDE!! 
DEFINITION!!! 


GERMAN 


ERICH KRUPPA 


INTENSIFYING SCREENS 


IN ALL STANDARD SIZES 


* 


Neo-X Press . . . for Sensational Speed 
Fienkorn . . . for Highest Definition 


12” x 15” Rs. 150 | 
10” x 12” Rs, 100 | 

8” x 10” Rs, 55 | 
ALSO 


FLUOROSCOPIC SCREENS OF' 
EXCEPTIONAL DETAIL AND ILLUMINATION 
12” x 16” Rs. 375 


— 


NOW AVAILABLE FROM 


MALGHAM BROS. 


26, Old Custom House Road 
Fort, BOMBAY | 


Tel: 25324 . 
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The efficacy of penicillin against 
gram-positive organisms and that of 
streptomycin against gram-negative 
organisms are combined now in a 
single injection. Moreover, the activity 
of each antibiotic is often enhanced by 
the presence of the other. Clearly, 
there will be great scope for these 
two new preparations in treating 
infections of mixed bacterial origin. 


Penethamate hydriodide, the unique penicillin 
ester with selective affinity for the lungs, 500,000 
TRADE MARK ' units is now combined with streptomycin sulphate 
equivalent to | gm. streptomycin base in each 
single dose for the treatment of infections of 
the lungs. It is a dry powder for aqueous injection. 


Sodium penicillin G 100,000 units, procaine 

penicillin G 300,000 units and streptomycin sul- 

TRADE MARK phate equivalent to 0.5 gm. streptomycin base 

: per single dose. It is a dry powder for aqueous 
injection. 


"GLAXO LABORATORIES (INDIA) LTD. 
BOMBAY + CALCUTTA + MADRAS 


Copyright LAS. (B) 


**Hot weather anorexia and erratic food B E E x 


supply make insidious inroads into nutri- TABLETS 

tional reserves often resulting in ill- Bottles of 25, 100 & 500 
defined vitamin deficiencies. Here is where 

the value of Becadex lies. The six vitamins vitamin A 5,000 units; Vitamin By 3 mg 
and calcium in Becadex correct the specific Rinciavine 2 
deficiency and supplement the intake of all Vitamin D 1,000 units. — _ 
the other principal vitamins. Calcium phosphate 250 mg. 


GLAXO LABORATORIES (INDIA) LTD., BOMBAY CALCUTTA. MADRAS 


Copyright LAS. (B) 
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Let us have your enquiries for 
DRUGS 
CHEMICALS | 
LABORATORY APPARATUS 


DRESSINGS 
INSTRUMENTS 


We can supply at reasonable prices 


THE C.M.A. 
HOSPITAL SUPPLY AGENCY 


DHAPLA BUILDING, GOVERNMENT GATE ROAD 
BOMBAY 12 
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ONE OF THREE 
W. Batter, M.A., Secretary for India, Mission to Lepers 


Tue title is not intended to convey the impression that a theological 
dissertation is to follow; nor is it intended to imply that there is to be a 
commentary on any of the wedding guests of whom Coleridge wrote in 
‘The Ancient Mariner’. Rather the reference is to one of three R’s, But 
these three R’s are not those that the studies of the charity schools made 
traditional—‘the typical curriculum of the elementary school and the basis 
of all education in England.’ For they have to do with leprosy and are 
frequently on the lips of those engaged in the anti-leprosy crusade. They 
are Research, Relief and Rehabilitation; and it is the last-mentioned that 
will come in for most attention here. 

Yet at the beginning a note of warning must be sounded. Now-a-days, 
as we let our minds play around the total anti-leprosy campaign, and as we 
envisage plans for, and the assignment of duties in, the campaign, we 
frequently find ourselves falling into the trap of over-simplifying things by 
excessive compartmentalization. I do not believe that we can confine these 
three R’s into water-tight compartments each with no connection with the 
others, any more than in our ministry to patients in the name of Jesus 
Christ we can concern ourselves only with the treatment of either body, 
mind or soul. Our service is to the whole man whom we are enjoined to 
present perfect in Jesus Christ; and in that service the three R’s of research, 
nh and rehabilitation are some of the inter-related parts of an integrated 
whole. 

We can thank God for the recent remarkable advance$ made in medical 
research in connection with leprosy, and for the great hope that the 
sulphone drugs are holding out. The advent of these drugs has indeed 
made it possible for us to think further ahead than we usually could 
(or did) in the pre-sulphone days when admission into a leprosy institution 
was all too often regarded as the end of the road. There was a way in, 
but no door leading through the wall up against which the patient had 
been brought in his life’s journey. While we can be glad of this opening up 
of new avenues it would be folly and confused thinking even to imagine 
that that relief never contributed anything to research or to ‘control’ 
(another word of which we are hearing much now-a-days), or to rehabili- 
tation. 

The problem of what a man or woman would do after discharge from 
a leprosy institution with a ‘disease-arrested’ certificate has engaged the 
minds of leprosy workers ever since the time when the first patient qualified 
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for such a certificate. But now that the possibility of home treatment and 


the fact that leprosy institutions are assuming more the role of thorough- 


fares than dead-ends are together changing the strategy of the campaign, 
the need for doing everything possible to help leprosy patients, both while 
they have the disease and after, to make their way in a jostling and hard 
world is all the more urgent. 

It is against a varied background that we are usually called upon to 
operate. 

Often it is a background composed of prejudice and superstition born 
of long standing fear and ignorance. Such was evidenced recently in the 
case of a woman. patient who was discharged from the Purulia Home 
‘disease-arrested’ with much rejoicing in her heart and ours. She had a 
married son and a married daughter living in her own home village and 
to whom she said she could go. During the time that she had been in the 
Leprosy Home, however, her husband had taken another wife unto him- 


self, and then died. When the ex-patient returned home the co-widow 


was extremely disconcerted. So also were some of the villagers who are 
reported to have vented their wrath on her, upbraiding her with having 
married another woman’s husband. No doubt they had been aware of the 
first wife’s existence at the time of the second marriage, but that seems to 
have slipped their memory. But whatever the cause, the appearance of the 
ex-patient in her own village was followed within twenty-four hours by the 
suicide of the other widow. In fear of the suspicion that might fall on 
her, and conscious of the changing mood of the villagers, the ex-patient 
returned and told us her tale of woe. Previous experience made me 
believe that the position might not be so hopeless as to make another 
attempt to get the woman settled in her own home unwarranted; and after 
much persuasion she agreed to the proposal that I should accompany her 
and talk things over with those who would be her neighbours. I was 
willing to do this even though it would have meant a motor drive of 


_ twenty-eight miles and then a journey of at least three miles (for the 


Indian mile often stretches well beyond the conventional one thousand 
seven hundred and sixty yards) either on bicycle or foot. When the time 
of our departure arrived, however, the woman’s courage failed her, and 
she elected to go and pitch her tent in a settlement near to the home. 
There she receives support from her son and daughter, who, it seems, are 
not too sorry to have the problem solved by their mother’s removal from 
the village. 

The background is also often one of active, unconcealed hostility. 
Sometimes the reason for this is that the healthy people of the village cannot 
get over the attitude that holds: ‘once a leper always a leper’, and, fearful 
lest they or their families should become infected, they strive to keep their 
village ‘clean’ by putting and keeping ‘without the camp’ those who have, 
or have had, leprosy of whatever type. Would that the passion for 
cleanliness would lead to attention being given to drains, rubbish dumps, 
stagnant pools and other breeding grounds of disease! 

But sometimes the hostility springs from more sinister roots and is a 
cloak for sin and injustice. One case in which this played an important 
part came to my notice about twelve months ago. The ex-patient involved 
was a man who, on return home, found that his land had been appropriated 
by his cousins. When he came and reported this an official enquiry was 
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instituted. The finding of the enquiry was that the man, who had been 

admitted to the Leprosy Home as a boy when about ten years of age, was 

reported to have sold his share of the family land while a minor, The 

ex-patient stoutly held by his contention that he had not done any such 

thing. But whether he had and had not realized in his childhood what he 

was doing, or whether he had forgotten what he had done, or whether 

he had not sold the land.at all, the fact remains that the hostility shown 

towards him by his own folk was too great for him to overcome and he - 
remains landless. 

This leads on to a third feature of the background. So far most 
patients in our Leprosy Homes have come from the submerged nine-tenths 
of India’s teeming millions. Not many of them have much in the way 
of savoir faire when called upon to deal with those who by unscrupulous 
means seek to take advantage of them, and some display a foolishness hard 
to believe in handling their affairs. In such cases the task of rehabilitation 
is one, not of combating hostility, aloofness or indifference in the other 
villagers, but of saving the ex-patient from himself or herself. Perhaps 
this has to be tackled most often in the case of women who, in India, are 
generally regarded as being not quite the equal of the opposite sex. — 

The most recent experience I had of this was in connection with a 
woman whose husband had died in the Purulia Leprosy Home hospital. 
Both he and she had been leprosy in-patients some time before, and so 
when the husband was attacked by the illness, to which he eventually 
succumbed, he was brought in for treatment. After his death the widow 
went back to her village, but returned to us in a very short time to say 
that her neighbours and relatives were denying her the use of her land, 
cattle and chattels. To get to her village entailed a journey of about thirty- 
five miles during which a bridge-less river had to be crossed. The last 
three miles of the way lay across trackless waste land, but eventually we 
reached our destination although the woman herself was no use as a guide 
until about the last half mile. It was fortunate that as we stopped at one 
place to ask the way we encountered a man (that it should be a man is not 
inappropriate in this story!) from the village who knew the country-side 
like the back of his hand and directed us unerringly. The very fact that 
a car had never been in that village before soon attracted a crowd, and we 
had collected quite a long procession by the time we reached the house in 
question. The little courtyard was thronged with old and young, men 
and women, boys and girls. A brief glance round soon gave the impression 
that there was something not quite in order in the story that I had heard 
from the ex-patient. For there was her home, untouched and with door 
locked. Her cattle were feeding at the end of the enclosed area, having 
obviously been fed in her absence by her neighbours. The only thing that 
had suffered was a hen that the woman had left cooped up in the house, 
and it could scarcely stand because of hunger. The chief characters in the 
drama were called for, and evidence and comments from village elders and 
others in the know were heard. It transpired that on returning to the 
village as a widow the woman had promptly shown signs of making over 
her share of the family land, her cattle and house and all that she had to 
a man, whom she said was her servant, to hold in trust for her. All this 
would be done by word of mouth, so that in time the woman would have 
been in great dariger of finding herself servant to her servant; she under 
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his control, he no longer under her’s. It was to rescue her from this 
calamitous intention that the village had interfered. Before leaving after 
a very lengthy parley I had reason to feel that saner counsels would in the 
end prevail with the woman, who, in spite of, or because of, her foolish- 
ness, showed that she had a certain type of will-power and pugnaciousness 
that could not be ignored. 

_ Another shade in the background is provided by the tendency shown 
by the patients to choose what appears, at any rate, to be the easy way. 
This is a universal tendency, and, along with others, ex-leprosy patients 
find there is no easy way in life to things that are really worthwhile. 
Rehabilitation, returning home and starting an independent life again, is 
not an easy task. How much easier it is to hang on in the institution in 
which one has been for such a long time, and in which on the whole 
one has been so happy in the love and care received at the hands of doctors, 
nurses and others! The fact that one no longer needs treatment, and that 
by staying on one is occupying a place that would be better filled by one 
of the needy and desperate seekers for admission at the gates of the insti- 
tution tends to be forgotten. It is perhaps a long time since one was on 
the other side of the gate craving to hear the words that would mean 
‘come in’. So why leave it all? This is undoubtedly a real consideration 
with many when they are ready for discharge. Even though they have a 
home and land to which to go to the idea of such a complete change in 
life is not very palatable; and the older are the more conservative and 
reluctant to make the move. 

To the casual visitor it may be surprising to hear of the patients having 
land; but many of them have a holding of some kind or other although 
their connection with it is very often loosened or tightened to serve con- 
venience. When seeking admission not many will confess to having either 
a home or land. But it is not an infrequent experience to have ‘patients 
coming along within twelve months of admission asking for leave to go 
home in order to deal with some dispute regarding their land or the crops 
grown thereon. That the land and home are still there is also forgotten 
by many when ready for discharge until their memories are jogged by 
reference to leave registers, etc. 

But, land or no land, the desire to stay on in the institution is still too 
widespread, and part of the rehabiiitation battle has to deal with instilling 
into patients the frame of mind that helps them to look forward to the day 
of their ability to return home. This battle, indeed, should begin at the 
time of admitting the patient. It should be made clear to him that he must 
not think that in the institution he has a permanent dwelling place, but 
that it is for him merely a port of call on a journey that will ultimately 
lead him on to new horizons. 

It must not be supposed, however, that all the background shades are 
dark and foreboding. There are bright patches, and it is not unreasonable 
to believe that these are increasing in size and number, They are also 
increasing in brightness although some even yet have but a watery kind of 
smile. For, as a result of education and propaganda, and of a realization 
of responsibilities, there is an increasing number of folk who are willing 
to stretch out a helping and welcoming hand of fellowship to the one who 
returns home. The love that alone can make such a welcome real and 
permanent may not always be fully present, but to inculcate it in the hearts 
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of more and more is all part of the task. When it is present there will 
not be any repetition of the experience of a girl who was accepted back by 
her people being made to feel uncomfortable at those seasons of the year 
when her services either in the fields or elsewhere were not needed. So 
long as she was an economic asset as a wage earner all was well; but when 
she was only another mouth to feed coldness was manifested towards her. 
To this great task of rehabilitation, with all its complexities, the Mission 
to Lepers is rightly giving more and more of its attention and resources. 
The work will be hard. But if it is remembered that it is part of a greater 
whole, and that without its accomplishment the whole task will never be 
done, and if it is remembered that God is our ever present help even in 
the remotest village when dealing with the seemingly most hopeless situa- 
ticn, and that it is of Him that we are called to the work, strength sufficient 
for every need will be supplied, and the ‘inasmuch’ service to these least 
of the brethren will continue until that great and glorious day when it will 
be no longer needed. . 


DIABETIC RETINOPATHY 
P. Kosuy, M.D., New England Deaconess Hospital, Boston, Mass., U.S.A. 


Diasetic retinopathy has been considered a late manifestation of diabetes 
mellitus and has often been associated with patients in the older age group. 
With the use of insulin, the life of the young diabetic is considerably 
prolonged, and in them retinopathy is a common manifestation. Some 
American workers indicate that this may occur in 100 per cent of those 
young diabetics surviving for 25 years or more. This view is being 
controverted, 

Arteriosclerosis was considered to be the cause of these changes, but 
considerable evidence has accumulated to show that this is not the case. 
Diabetic retinopathy seems to be related to the duration of diabetes; even 
so, in some patients the lesions appear considerably earlier than in others. 
It is of interest to note that some of the earlier changes are associated, not 
with arteries, but with the veins, and these lesions appear to be specific for 
diabetes. 

At the Diabetic Association meeting held in London in July 1951 
there were some excellent demonstrations on diabetic retinopathy presented 
by Dr Norman Ashton. ‘The retinal vessels were injected with India ink 
to demonstrate the aneurysmal dilatations of the veins. Haemorrhages and 
exudates often surround these aneurysms. New vessel formations may 
occur as early or late changes, associated with retinitis proliferans and 
special staining techniques demonstrated the probable underlying pathology 
in these vessels. 

Diabetic retinopathy may commence with the development of multiple 
micro-aneurysms or, earlier still, may be represented by venous engorge- 
ment. The next stage may be an escape of blood into the deeper layers 
of the retina—often described as punctate haemorrhages or may appear as 
exudates. Various sequences may be noticed: rapidly progressing retino- 
pathy with numerous haemorrhages and exudates which may become con- 
fluent; haemorrhages extending into the vitreous; possible eventual pro- 
gression to retinitis proliferans; detachment of the retina or gross degene- 
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rative changes. These changes do not necessarily follow and progress from 
one to another. The condition may sometimes be arrested at any stage, for 
varying periods, if the patient comes under good diabetic control. 

Ballantyne and Lowenstein were the first to confirm the aneurysmal 
changes in the diabetic retina. Microaneurysms may exist without other 
changes. According to Ballantyne this is the earliest unequivocal sign of 
diabetic retinopathy. Ashton confirmed this work and in addition showed 
that these aneurysms were confined to the venous side of the retinal circula- 
tion. This is considered by some as a specific feature of diabetic retino- 
pathy, as occasionally aneurysms may occur on the arterial side associated 
with hypertension. We cannot conclude that aneurysms are confined ex- 
clusively to the retina as they infrequently have been described in the nail 
beds, nor can we assume that diabetes is the only condition in which such 
retinal changes take place. However, this is an important and early change 
which occurs in the retina of the diabetic patient. Most of the aneurysms 
are not appreciated with the ophthalmoscope, being 20-30 microns in size, 
but later become easily visible—80-100 microns. These aneurysms are 
saccular, not fusiform and looking at the retina in the living it may not be 
possible always to appreciate the relationship of the aneurysm to the vein 
on ophthalmoscopic examination. 

Why are these aneurysms largely confined to the retina, and what is 
their origin? The answers to these questions remain dubious. The cause 
is supposedly increased venous stasis, probably the result of some metabolic 
disorder. Elwyn postulated a dilatation of the capillaries with consequent 
slowing of the blood flow, leading to diapedesis of erythrocytes. He felt 
that this condition was related to hyperglycemia. 

Friedenwald on repeated ophthalmoscopic examination has shown that 
a capillary aneurysm becomes converted into a sharply defined white spot; 
he presumed this to be a hyalinised aneurysm. bt: 

Many of these aneurysms have markedly thickened walls and show in 
their basement membrane a mucoprotein which stains with the periodic 
acid schiff reagent. This particular staining method shows the substance in 
these vessel walls to be somewhat different from that which was formerly 
considered to be ‘hyaline’ with haematoxylin and eosin stain, This sub- 
stance may be found in uninvolved capillary walls; it is not unlikely that 
haemorrhages or exudates can occur unrelated to capillary aneurysms. 

Retinitis proliferays is an important variant of diabetic retinopathy. 
Although it is generally recognized as a late manifestation, it may occur 
quite early in the disease when associated with haemorrhage, Retinitis 
proliferans may be considered a descriptive term which includes a variety 
of pathological conditions characterized by newly formed vascular mem- 


branes in the vitreous. They may form proliferative masses. This neces- 


sarily involves degenerative changes in the anterior limiting membrane. 
- Two main types may occur according to Klein: the formation of the con- 
nective tissue precedes the formation of new vessels or the profusion of 
newly formed blood vessels precedes the connective tissue. The former 
appears in association with haemorrhage which is the primary event, and 
organization leads to membrane formation. In the latter, the main factor 
is an impaired circulation and the new vessels grow into the retina and then 
through the internal limiting membrane into the vitreous. This may 
sometimes occur as an early development in diabetes. 
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According to Duke Elder a number of predisposing factors may be at 
work, chronic inflammatory diseases or chronic vascular disease which may 
precipitate retinitis proliferans. 

The newly formed vessels in the retina and the vitreous have created 
considerable speculation which is not confined to diabetes. Lowenstein 
demonstrated these vessels in arteriosclerosis, hypertension, thrombosis of 


RETINITIS PROLIFERANS SHOWING THE INVASION OF FIBROUS TISSUE INTO THE 
VITREOUS, AND THE DETACHMENT OF THE RETINA 
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the retinal vein, and periarteritis nodosa. Ballantyne divides the newly 
formed vessels into four categories: (1) those that are confinéd to the 
retina; (2) newly formed vessels in the optic disc; (3) chorio-retinal anasta- 
moses; and (4) newly formed sub-retinal vessels. He believes that some of 
these newly formed retinal vessels arise by pathological expansion of pre- 
existing capillaries, but in other situations they are budding newly formed 
vessels. Generally they have their origin from the venous side of the 
capillarieS and are associated with thrombosis or some other type of venous 
obstruction. Some of these represent an attempt to establish collateral 
circulation; others may be an attempt to improve the nutrition in the 
pathological area and to remove irritating substances, such as haemorrhages 
and exudates. 

The fibrous tissue formation is most often found in front of the macula 
or the disc. This may produce such retinal distortion as to cause detach- 
ment and ultimately glaucoma. 


All investigators as well as clinical observers have noted the association 
of retinitis proliferans with renal changes. According to Ashton inter- 
capillary glomerulosclerosis is found in 100 per cent of those showing 
microscopic or ophthalmoscopic retinopathy, either as microaneurysms or 
with its later modifications. In the kidney the same ‘hyaline’ deposit has 
been demonstrated in association with the intercapillary glomerulosclerosis 
on staining with Hotchkis McManus stain, showing it to be a muco- 
polysaccharide. Ashton made extensive comparisons of the staining charac- 
teristics of the retinal and glomerular ‘hyaline’ and concluded that the two 
materials are strikingly similar. 


In the light of this new knowledge, we can assume that these muco- 
proteins are to be found as increasing deposits in the micro-aneurysms and 
capillary walls of the diabetic, perhaps forming one of the basic structural 
changes in the vascular system. : 

Interesting, however, are the studies of McManus and Jacobs in this 
connection. The former suggested that the ‘hyaline’ material deposited in 
the kidney is a polysaccharide present in the blood of the diabetic in abnor- 
mal concentrations and Jacobs has demonstrated a muco-polysaccharide in 
the blood of some of the diabetics and has shown that the concentration of 
the polysaccharide closely parallels that of the blood glucose in response 
to insulin. 

From a clinical aspect diabetic retinopathy has been considered to have 
a grave prognosis. Retinitis proliferans is considered a late complication, 
most patients having a history of diabetes of not less than 5 years. The 
earlier onset of these complications as noted here by the Joslin group 
indicates inadequate control of diabetes. Renal lesions seem almost always 
to coexist. Hypertension may be present occasionally, With the increased 
life expectancy of the diabetic, and especially of the juvenile diabetic, there 
has been considerable increase in the incidence of diabetic retinopathy and 
of retinitis proliferans. 

Most workers report an increase of 3-5 times in the incidence of these 
complications over that which was observed 20-25 years ago. Beetham 
and Waite in their reports on the 2,002 diabetics of the Joslin group, as 
well as many subsequent workers, seem to arrive at the conclusion that this 
retinopathy is related to duration of diabetes rather than to severity. 
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There is considerable controversy on the question of whether retino- 
pathy is influenced by the rigorous control of diabetes. This question has 
adequately been answered by the studies and observations made here. 
Wilson, Root and Marble in a study of 221 young diabetics followed over 
a period of 34 years bring out the fact that vascular degenerative lesions 
which are associated with diabetes of 10-15 years’ duration or more are 
mostly the result of inadequately controlled diabetes. “Aggressive treatment 
directed toward maintaining physiological conditions including normal 
levels of blood sugar is of great importance in reducing the incidence and 
severity of degenerative complications.’ 

Duration of retinitis proliferans in diabetics is brought out by the 
following series observed by the Joslin group. Of the 326 patients followed, 
death occurred in 32 cases in less than 2 years and in 58 in 2-5 years 
making a total of 90 deaths out of 124 in less than 5 years after diagnosis. 
More encouraging, however, are the facts that among 202 patients living, 
48 had retinitis proliferans for periods of 5-15 years and in 5 for durations 
of 15-29 years. Thus in this serious complication of diabetes patients can 
remain stationary with respect to vision for lengthy periods. 

The prognosis of diabetic retinopathy has changed from the previous 
conception of a rapidly deteriorating state with a life expectancy of less 
than 2 years to one of 10-15 years or more if diabetes is well controlled. 

The treatment of the condition is primarily the treatment of diabetes 
mellitus. There is a problem in evaluating the influence of therapeutic 
measures in that retinopathy may undergo periodic spontaneous remissions 
both with regard to punctate hemorrhages and to exudates. Friedenwald 
reports that lesions in the older group seem to come in successive exacer- 
bations, new lesions appearing in sudden crops, which seems to suggest 
some intercurrent episodic factor. The appearance of these crops of lesions 
can be correlated with an increased capillary fragility index if this test is 
done at frequent intervals. 

Various therapeutic measures besides diabetic control are being tried 
such as vitamin C, vitamin P, rutin, etc., but none with any definite result. 
There have been experimental and clinical reports that testosterone may be 
of value in the treatment of diabetic retinopathy in early stages. Apart rn 


androgens other studies suggest that estrogens may be of preventive value 
in diabetes mellitus as well as its complications. 


Note: My thanks are due to Dr. Howard F. Root, M.D., for the kind permission 
to publish this article and to Dr. Phillip M. LeCompte, M.D., for the photographs on 
the microscopic sections. 
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A STUDY ON DIAGNOSIS AND TREATMENT OF 
CONGENITAL SYPHILIS IN BABIES UNDER FOUR YEARS 


F. W. Whitcoms, M.D., Evangelical Hospital, Tilda, M.P. 


Tue treatment of syphilis has been an important part of our hospital service 
ever since it started in 1930. The difficulty in getting patients to take full 
treatment is recognized by all who have any experience with the problem. 
At the present time the problem has changed very little from what it was 
20 years ago. However today the problems of diagnosis and treatment in 
congenital syphilis have changed very much. Parents are ready to keep 
their babies in the hospital as required for from 10-20 days if necessary. 
It is proposed to report what is happening to the babies that are diagnosed 
clinically as having congenital syphilis. Is the diagnosis correct? Is the 
treatment adequate? 

The most common findings as we see them coming for treatment are 
as follows: 


1. Epiphysitis (called ‘Gathwan Ghao’ in Chhattisgarh) is the most 
common manifestation of congenital syphilis effecting the elbow, knee, 
ribs, sacrum, wrists, ankles, skull, shoulder, hips, fingers and toes. Perio- 
stitis frequently develops independently cr is an extension of the epiphysitis. 
Suppuration is a common complication of these swellings. 


2. Erysipelas ‘ike eruption over the chest, abdomen, neck and back 
during the first ten days after birth are very frequent. These sometimes 
suppurate down along the muscles layer and large areas will be under- 
mined. These babies are usually very sick but immediate treatment with 
penicillin will usually heal them up. 


3. Superficial skin eruptions with blebs that break come most fre- 
quently in the first week and may effect large areas of skin. This appears 
mostly on the abdomen, chest or back; the neck, arms and legs may 
sometimes be affected. It is almost like a 2nd degree burn and usually 
heals quickly with no apparent scar. 

4. Sores or fissures around the mouth or anus with anemia and 


scrofula. This can come early but more frequently it comes after 6 months 
or a year. The nasal bones may be affected. 


5. Distension of the abdomen with or without an enlarged liver. 
Often this is an affection of the intestinal tract and results in gaseous dis- 
tension with ilius and constipation which may at times be like an intestinal 
obstruction. We have treated these distensions successfully with prostig- 
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mine. Livers are very frequently enlarged but jaundice is very rare. The 
percentage of deaths in this group is high. The practice among Chhattis- 
garhi mothers of violently massaging the babies’ abdomen until it has a 
bowel movement is very damaging to these cases. Dr Moore of Johns 
Hopkins University gives the following as symptoms that should be tho- 
roughly investigated before eliminating congenital syphilis. 


‘(a) Pun}, illnourished, wizened, won’t gain, infants 
(4) Skin rashes of any type 
(c) Snuffles 


(a) Pseudoparalysis’. 


I am very much surprised that he has not mentioned our ‘Gathwan 
Ghao’ which we will find is the most common manifestation of early con- 
genital syphilis here in Chhattisgarh. We have plenty of the puny, ill- 
nourished wizened cases and those with skin eruptions are a-plenty. The 
snuffles and pseudoparalysis are very few in the first six months; they are 
more likely to appear after six months or two years. 

We have not-observed cases that we considered to be syphilis of the 
central nervous system but it is possible that it may be present and the 
symptoms masked with sleep and inability of the baby to take its milk. 
This needs further and careful study. 

In considering the symptoms mentioned in the 2nd and 3rd, namely, 
erysipelas like eruptions and superficial skin blebs that break, cause a certain 
amount of doubt in our minds regarding the diagnosis of congenital syphilis. 
Certainly an active streptococcus could cause this pathology. We will 
endeavour to point out what the evidence is either for or against diagnosis 
of congenital syphilis. 

Our procedure has been to admit these babies wherever possible and 
start penicillin injections every three or six hours, the average dose two 
lakhs per day, a total dosage of 1,600,000 to 2 million units. Twice 
weekly they receive small doses of .o1 disulpharsan and 1/16 gr. of 
bismuth. Suppurating abscesses are opened and dressed with chlorine 
solution. Other medications are symptomatic. : 

Between October 1, 1951 and December 31, 1951, 72 cases were 
accepted as having clinical evidence of congenital syphilis. Supporting 
evidence was present in 22 cases where the mother’s Kahn test was 
positive. In seven cases the mother had lost more than half of her babies 
in infancy. The average age on admission was 66 days but 45 of the 72 
babies were 15 days of age or less when admitted. Of 72 cases 41 are 
listed as having swelling over an epiphysis and 27 are listed as having 
abdominal distention, 19 cases had skin eruptions, 6 had ulcers, 1 had 
jaundice, 2 with umbilical infections, 1 had weakness of femur muscles 
on one side, Quite a number of cases had some fever from the suppurative 
process. 36 or half of the cases had abscesses that needed to be opened 
for drainage. 

The average stay in the hospital was 114 days in which babies received 
an average of 1,628,000 units of penicillin. This gave the following 
results: 62 babies went home improved, 8 died and 2 left before any 
improvement was noticeable. 

In considering these cases the high percentage of negative Kahn tests 
among the mothers brings a certain amount of doubt as to whether the 
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clinical diagnosis of congenital syphilis is correct or not. 27 of the enlarged 
joints were in mothers with negative Kahn tests, 10 were from mothers 
with positive Kahn tests. 21 cases are listed as having blebs or erysipelas 
like redness in a large area of skin. In 14 of these mothers the Kahn test 
was negative, in 7 it was positive. The percentage runs the same for both 
epiphysitis and for streptococcal like infections, approximately one-third 
are positive. We are now looking around for a test for syphilis that can be 
used on the baby itself. The question has been raised about the possibil- 
ity of pregnancy suppressing the antibodies so that the mothers’ blood 
serum Kahn test is negative. As supporting evidence for this theory I 
would quote again from Dr Moore who says, ‘From the mothers’ stand 
point pregnancy is good for syphilis but syphilis is not good for pregnancy’. 
By this he means that the pregnant woman usually has a higher resistance, 
she very seldom if ever develops a syphilitic lesion while she is pregnant. 
So it could also be that those same factors which suppress a syphilitic lesion 
would also tend to reverse the Kahn precipitation reaction. 

As I have said this is a report of a study and after some time we hope 
to be more sure of what we are actually dealing with. Is it true that we 
are dealing with congenital syphilis? Or are many of these cases strepto- 
coccal infections that are quickly cured with penicillin? 

Certainly for years these symptoms in babies have been treated as if 
they were syphilis, with very good results. In studying the literature one 
is impressed with the ease with which the unfortunate syphilitic baby 
could have been spared the disease had the parents just known that 12 
arsenicals with bismuth or eight days treatment with penicillin would 
have given them a healthy baby so far as syphilis is concerned. 

I would like to outline recognized anti-syphilitic treatment for a 
pregnant mother. The diagnosis is made by a blood test (Kahn or 
Wasserman) or on the history of a previous syphilitic baby either living or 
dead. Previously where it is indicated the pregnant mother is started oiit 
with a small dose of cither Mapharside .03, or Neo-salvarsan .3 intraven- 
ous, and is also given gr. 1 of bismuth salicylate intramuscularly. Calcium 
lactate is given to be taken by mouth. The patient is requested to return 
weekly and the dosage of Mapharside is stepped up to .045 of a gram. Bis- 
muth is kept at gr. 1 per injection. This is given for 12 weeks of the preg- 
nancy preferably starting at the 3rd or 4th month. The actual cost of this 
medicine in a clinic comes to about Rs 8. If the patient will consent to 
remain in the hospital for eight days, then Penicillin G 50,000 units every 
three hours is started and is run for eight days, or six lakhs of penicillin 
in an absorption delaying vehicle given daily for eight days is sufficient to 
guarantee that go per cent of syphilitic mothers will have a healthy baby. 
This is better than the normal run of non-syphilitic mothers. In the 
Philadelphia General Hospital between 1945 to 1948 where out of 4,902 
deliveries resulted in only 87.6 per cent normal full term living infants. 
The one requirement for the penicillin is that it be a standardized pre- 
paration capable of giving definite blood and tissue level for 192 hours 
or more. In this time the treponema that are free to enter the foetal 
circulation are eliminated. The cost to a hospital for this would be about 
Rs 12. With these possibilities of reducing congenital syphilis, what can 
we do to bring this information to the ordinary villagers of our com- 
munities? Even after they know of these possibilities, there are some who 
will be careless and indifferent about taking the treatment. 
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Conclusions: 


1. Clinically congenital syphilitic babies respond well to treatment 
with penicillin and arsenic and bismuth. Treatment needs to be energetic 
and regular; frequently calcium and shark liver oil are added to the diet. 


2. With a small amount of propaganda work an immense amount of 
ill health can be prevented and the percentage of healthy children could 
be increased. 


‘INTRAVENOUS ANAESTHESIA’ 
By D. S. C. DevapHAR 


THE conquest over pain has been a major problem in the evolution of 
surgery, and right down the annals of surgical history brilliant minds have 
tried and failed in man’s endless search of something to alleviate surgical 
pain. The first landmark was made by a young dentist, William Morton, 
when on 16th October 1846, the first painless operation under ether was 
witnessed at the General Massachusetts Hospital. 

Rapid progress has been made since in the art and science of anaes- 
thesiology, which now has sprouted into its five major branches of (1) In- 
halation Anaesthesia, (2) Conduction Anaesthesia, (3) Refrigeration Anaes- 
thesia, (4) Parenteral Anaesthesia and (5) Hypno-psychi: Anaesthesia. 

Intravenous anaesthesia is a recent development of the parenteral group. 

With the brief resumé of its evolution I shall deal with the principles 
of its technique and uses, its dangers and complications with special 
reference to sodium-pentothal. I shall then review comparatively the various 
other drugs that have been used together with their individual dosage and 
uses and then touch upon the recent advances in the field. 

1892—Ore of Lyons used chloral hydrate I.V. ‘ 

1900—Chloroform was used for I.V.A. by Burkardt. 

1905—Ether was used for I.V.A. 

1909—Hedonal was used by Fredman. 

1932—Rienoff introduced Evipal Sodium, a member of the Barbi- 
.turate series which gained widespread popularity for a time, and soon fell 
into the background, when 

In 1934—Lundy of Mayo Clinic introduced an ultra short acting 
sulphur containing barbiturate, sodium thiopentone, which has since esta- 
blished I.V.A. on a firm basis. 


Technique 
Preparation of the Drug: Marketed in one gm. ampules, the solution 
is prepared by dissolving the contents in 10 c.c. of distilled water. 5 c.c. of 
this are drawn in a 25 c.c. syringe and mixed with normal saline giving 
a 2.5 per cent solution ready for injection. Routine precautions consist of 
confirming whether the solution is clear—a white precipitate shows deterio- 


ration of the drug. No antiseptic should be present in the syringe and the 
needle should be protected from contamination. 
The advantages claimed for 2.5 per cent solution are: 


(1) It is non-irritant and the incidence of phlebo-thrombosis is negli- 
gible as compared to that with 5 per cent and 10 per cent solutions. 
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(2) An erythrocytes suspension in a 2.5 per cent sclution shows no 
microscopic changes after 48 hours. 

(3) A finer regulation of the depth of anaesthesia is possible with a 
weaker solution. 

(4) 10 gm. ampules may be used to prepare the day’s requirement 
and the solution keeps well, till the next day. 


Preparation of the Patient: Routine basal sedation with 114 gr..of 
pentobarbital at bed time and the next morning coupled with 1/6 gr. 
morphine and 1/150 gr. atropine given 40 minutes before the operation 
has given good results in the average hospitalized patients. 

In extremely nervous patients 1/8 gr. morphine I.V. just before opera- 
tion may be found useful. 

Avertin per rectum is used in morphine sensitive patients. 

An important yet oft neglected precaution is to see that the rectum, 
bladder and stomach are empty—specially in the ambulatory patient. In 
diagnostic anaesthesia a long acting barbiturate like sodium amytal is 
desirable. 


Administration of the Drug: Three distinct techniques are employed 
and each has its own advantage over the others. 


Single dose technique: An amount sufficient to produce anaesthesia is 
injected rapidly and an equal dose thereafter. It is due to the inherent 
virtue of the drug that it has survived this abuse. The mortality rates with 
this technique are considerable. 


Fractional dose technique: 1 c.c. of blood is aspirated and 2 c.c. of 


‘the contents injected in 10 seconds. Thereafter 1 c.c. injected at intervals 


of 30 seconds for 3 c.c. when the patient usually goes under. Observation 
of the respiration, pulse and skin reveals any sensitiveness to the drug. The 
patient if possible is made to count and 1 c.c. injected for every 5 counts 
till the desired plane is established; 1-2 c.c. are injected every time the 
patient appears to reach out of the established plane. 

The advantages of this low-intermittent dosage schedule are: 

(1) The total quantity used is smaller. 

(2) The regulation of the depth is under strict control. 

(3) The unpleasantness of rapid induction is avoided. 

(4) The bowel tone is depressed to a much lesser extent. 

(5) Sensitive patients can be detected and serious reactions avoided. 


Continuous dose technique: 1 gm. dissolved in 500 c.c. of a saline 


drip maintains a smooth analgesic state in prolonged traumatic procedure 
carried under spinal anaesthesia. 


Site: Site is dictated by the convenience of the surgeon, the anaesthetist 
so places himself that he is away from the field of operation and can watch 
the patient’s respiration. Availability of veins and condition of the skin 
finally decide the site of veni-puncture. ‘Varicosities should be noted before 
hand, and the leg massaged from below upward when the ankle vein is 
used in such a case. The site should be surgically prepared. 


Observation of the Patient 


Constant attention directed towards the rate, depth and regularity of 
respiration and a free airway is essential. A piece of tissue paper fixed in 
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front of the nostrils by an adhesive strip is a useful indicator. The pulse, 
colour, and fulness of veins are adjuvants to determine the stage of 
narcosis. 

Post-anaesthetic observation is directed towards maintenance of a free 
airway. The floor-nurse should arouse the patient and note the time when 
he first responds. An airway may be left in until the patient responds to 
its irritation. 


Intravenous Anaesthesia 


Uses of I.V. Anaesthesia: The uses are legion and for descriptive 
purposes may be grouped under the following heads: 


(I) Induction, (II) Maintenance, (III) Complementary and (IV) 
Non-surgical. 


(I) Induction: Minimal Pentothal sedation in sensitive patients in 
whom the fear of pain’ is a danger to the integrity of the needle, allows 
smooth local infiltration and blocks, specially in areas like the scalp and 
the sole of the foot. It allows at the same time the co-operation of the 
patient during operation when this required. It counteracts hyper-active 
nervous states resulting from novocaine toxicity. 

When the struggle of an ether induction is a danger to life as in old 
patients, Pentothal given with care smoothens the induction. In hyper- 
tensive patients a sudden fatal rise is prevented when Pentothal is used for 
induction; and in epileptics a convulsive episode is forestalled. 


(II) Maintenance: In minor operations no premedication is necessary. 
The anaesthesia should be light, there is little relaxation and duration is 
short. Attention should be given to the colour. Cases where intellect 
remained clear but pain sensation was lost have been noted. 

In major operative procedures where the dosage used is likely to cause 
respiratory depression, or where respiratory embarrassment or pericardial 
manipulations are anticipated, oxygen must be used. Hyperthermic states 
and excessive pre-anaesthetic depression are well controlled witk continuous 
oxygen. 

A combination of nitrous oxide and oxygen 50 per cent has strong 
advocates in that it lessens the amount of Pentothal used; maintains tissue 
oxygenation and provides against laryngeal spasm. It is used as a routine 
in combination with Pentothal in major surgery. 

Various stimulants like Coramine 1 c.c. per gm., Picrotoxin 3 mg. 
per gm., Metrazol 2 c.c. per gm., have been incorporated with the Pentothal, 
to control respiratory depression, but experience has shown that better 
results are obtained with independent exhibition of analeptics. 


(III) Complementary: Pentothal is often used to overcome trouble- 
some events in course of an inhalation anaesthesia and acts mainly by 
depressing the related centre. Common among such events are: nausea, 
vomiting, tremors, sneezing, hiccup and epistaxis. For ether convulsions 
and acute hypertension, Pentothal is a prime remedy and is specially indi- 
cated as a complementary anaesthetic. 


(IV) Operative Obstetrics: Does not seem to have welcomed Pento- 
thal anaesthesia when used for Caesarean section, local infiltration of the 
skin followed by 3-5 c.c. of Pentothal gives sufficient relaxation for the 
extraction of the foetus. 50 per cent gas and oxygen is often required to 
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counteract foetal asphyxia. Pentothal is not advised to alleviate birth pains. 
Its use in non-operative obstetrics has fallen into general disfavour. 


(V) Non-surgical Procedure: 1.V. Anaesthesia has been successfully 
used to predict the results of neuro-surgical procedure like sympathectomies 
and pre-frontal lobotomies. It has been claimed as a useful advance in 
the field of psycho-analysis. 

Its narcotic properties have found useful application in the relief of 
intractable pain, tetanus and migraine. 


Dangers and Complications: Although mortality figures are low, viz., 
ranging from .o5-o.1 per cent, the surgeon should be fully aware of the 
routine complications which can at times be very troublesome 

Thrombosis of veins avoided by using a 2.5 pér cent solution. 

Sloughing due to extra-vascular escape. 

Sneezing has been occasionally observed, when the depth should be 
slightly increased. 

Laryngeal spasm, the most dreaded of all, is precipitated by foreign 
bodies, thick secretions, a mal-placed air-way, perilaryngeal manipulations, 
and may catch the anaesthetist unawares, and take him off his feet. Pre- 
anaesthetic percainisation of the larynx with preliminary intubation is a 
useful precautionary measure. 

Respiratory depression with cynosis is guarded by careful dosage and 
combated by analeptics and continuous oxygen. 

Unusual reactions that are sometimes observed include: 

Sudden mottling of the skin, which is of no significance. 

Urticarial rash—treated by stopping the drug and giving adrenaline 
and calcium. 

Acute hypertension—though rare, is often fatal—-venesection is pro- 
bably the most rapid effective therapeutic step. 

Accidental intra-arterial injection—evidenced by severe burning pain 
in the hand, can be fatal—a tourniquet should be applied. 

Nausea and vomiting are often seen and should be treated sympto- 
matically. 

Deep stupor lasting for many hours is of no grave significance. 

Inebriation is a mild uncommon sequelae. 

Complete loss of memory with retrograde amnesia has been recorded 
and is essentially a psychiatric problem with a legal bearing. 

Jaundice and agranulo-cytosis have been recorded. 


Contra-indications: These are based on known pharmacological action 
and observed clinical complications. Relevant pharmacological effects are 
manifested by a depression of the cortex, the vasomotor centre, and a fall 
in B.P. Respiratory minute volume is constantly depressed sometimes to a 
dangerous degree. Voluntary muscles and sphincters relaxed and intestinal 
tone is depressed. The blood, skin and pupils show no constant change. 
Pupillary signs are of no value. 

Uterine activity is depressed. Hyper-activation of laryngeal reflex is a 
normal action. It finds its way quickly into the C.S.F., is de-toxified by the 
liver and excreted by the kidney. 

Blood sugar is often raised but blood urea remains unaffected. 
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Based upon these facts the following contra-indications have been 
recognized. 
(1) Dyspnoeic states attributible to pathologic process in the thorax; 
either present or anticipated during operation. 


(2) Cardio-depressive pathology associated with orthopnoae—angina 
being a recognized exception. 


(3) Unusual limitation of respiratory exertion, mechanical or operative. 


Haematological states with Hb. percentage less than 40 or R.B.C. less 
than 2 million contra-indicates its use. This is of special significance in 
splenectomised patients, as Pentothal has been shown by Searle to cause 
haemodilution. 

Quinsy, latent pyletis, jaundice, asthma and shock are also serious 
contra-indications, 

Skin sensitivity, non-availability of. veins, high sulpha-blood levels, 
severe hepatic dysfunction or low renal functional states are relative contra- 
indications which must be assessed on the individual case. 

In syphilitic patients caution should be exercised as sudden stoppage 
of respiration has been observed. Oxygen should be routinely given in 
all syphilitics. 


Other Drugs: The various other drugs which Pentothal has now 
completely superseded are as follows: 

Chloral hydrate—of purely historical interest. 

Hedonal—now given up because of marked fall in B.P. 

; Ether—used as a 5 per cent solution in Ringer’s saline and given by 
drip method. It acts in the same way as when given by inhalation, but 
roré — is faster. Regulation of depth is however irregular and 
difficult. 

Alcohol—used as a go per cent solution—2 c.c. per kg. body weight 
produces light anaesthesia with poor relaxation and was used at ene time 
for shock. The safety margin is too small for practical use. 

Avertin: 0.75 c.c. per kg. body weight was tried but was found to be 
too toxic. 

Paraldehyde: 5-15 c.c. of 50 per cent ether paraldehyde mixture is 
given I.V. or 1 50 C.c, of a 1 per cent saline solution. It produces deep 
narcosis in few minutes, which rapidly passes off. It is useful for minor 
procedures, 

Morphine—-given slowly is a good analgesic but seldom permite sur- 
gery. 4-A4th gr. are injected slowly till pin point pupils obtained. 

Barbiturate series—are characterized by their action on the hypo- 
thalamus, a smooth action—dosage gradient and variations in the duration 
of action. The short acting group are used for I.V.A. 

These depress the respiratory centre and produce a fall in B.P. and 
stimulate the parasympathetic system. 

- Evipan Sodium—used in a total dosage of 0.5-1 gm. as a 10 per cent 
solution—technique being the same as per Pentothal. 

Narcosis is more irregular, respiratory depression i is less but the fall 
in B.P. is definitely more marked. The safety factor is 2.7 as compared to 
Pentothal,- which is 2.3 
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Sodium thioethamyl (venesetin) used as a 7.5 per cent solution upto 
a total of 1 gm. total like Pentothal. It is safer but takes a longer time 
to act: its safety factor is 3.7. Comparable relaxation requires larger dosage. 

Kemithal Sodium: used as a 10 per cent solution is superior tc Pento- 
thal. Toxicity is less, respiratory depression is less marked and laryngeal 
spasm less frequent; it is considered as an advance over Pentothal. 

Technique of administration and total dosage are the same. 


Eunarcon: a 10 per cent solution should be injected at a rate of 1 c.c. 
per 90 seconds. 5 c.c. give 5 minute anaesthesia. It is relatively more safe, 
but duration of action is too short. 

Narconumal 1 c.c. of 10 per cent solution injected over 10 seconds 
gives a short lasting anaesthesia. The safety factor is 4. 

Although Pentothal is a satisfactory anaesthetic, research for better 
agents continues. 

Procaine—1z in 1000 used in total dosage of 4 m.gms. per kg. body 
weight in combination with Pentothal has considerably raised the anaes- 
thetic status of Pentothal. The total requirement is decreased. Cardiac 
arrythmias are corrected or forestalled. Respiratory depression as seen 
experimentally is much less. Acute hypertension is combated successfully. 

Used alone, procaine, with its analgesic, sympatholytic and spasmolytic 
actions has found useful application in post-operative pain. A .4 per cent 
solution given at 100 drops per minute till pain stops. 

Ventricular and auricular fibrillation can be controlled. 

Painful spastic states of hollow viscera are greatly benefited. 

Vitamin C has been found to reduce Pentothal toxicity. 

Sodium ethyl methyl butyl thio-barbiturat: which differs from Pentothal 
in its aliphatic linkage is said to be less toxic. It is still experimental. 

Progestrone has been recently found to produce deep basal narcosis 
when given intravenously. 

Intra-medullary route (e.g., sternal marrow) has been used for ad- 
ministering water soluble anaesthetics and is said to have a place in children 
and very fat people, specially when the drip method is used. 

I have attempted to point out the correct usage of a new anaesthetic 
agent which has become so recklessly popular in su short a time. Already 
in some quarters its use is feared and given up because of a few fatalities. 
A correct concept of its dangers and a basic understanding of its indications 
should make it one of the most useful methods of anaesthesia so far 


described. 


I may sum up its literature by saying the danger to Pentothal popularity 
is that it is so fatally easy to: administer. 
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ISONICOTINYL-ACID-HYDRAZIDE 


A. I, Hanxrns,'M.B.B.S., S. P. SunparaM, M.B.B.S.,’G. Kaur, M.B.B.S., and 
V. Perrit, M.D., (Supt.) Clara Swain Hospital, Bareilly, U.P. 


Use on a series of 26 cases at the Clara Swain Hospital, Bareilly. The 
cases were selected as proven T.B. of various types. Several of the more 
advanced cases had previously received treatment with streptomycin and 
had failed to respond. All cases’ records are complete with pre and post 
treatment laboratory findings which support the observations recorded 
below: With the exception of one case of miliary tuberculosis (which 
failed to respond), the drug was strictly limited to one course lasting 3 
weeks and a (low) dosage of 2 mg. per kilogram of body weight. 


Type I. Tuberculosis of the lungs. 


Eight cases (4 male and 4 female); all were either acute and rapidly 
advancing, or advanced cases. 

All cases had heavily positive sputum (Gaffkya 5-10). 

Result: In every case there was remarkable improvement. Every 
case became sputum negative, within the period of the three 
week course of the drug, some as early as one week after the 
drug was started. Without doubt the drug is actually bacterio- 
cidal. Weight gain and appetite improvement was marked. 
The sedimentation rate remained elevated during the course 
of treatment, but subsequently in several cases has declined 
after the drug was stopped. One case (about 3 weeks after the 
drug was stopped) has relapsed—i.e., the sputum is again 
positive, and two other far advanced cases with large cavities 
have become smaller, but have not disappeared. 


Type II. Pleurisy with effusion: 2 cases (1 male, 1 female). 
Male: Effusion resolved and all round improvement with resi- 
dual thickening of the pleura only minimal (proved by X-ray). 


Comment: This dose and duration seems to be sufficient for a 
mild effusion. 


Female: Very slight effusion which resolved gradually, and final 
X-ray showed resolving pleurisy. 


Type Ill. T.B. of glands: 4 cases (1 male and 3 females). 


Male: One case with sinuses promptly closed with some decrease 
in size of the glands. 

Female: One case with sinuses closed within one week. 

Result: General condition of all the patients improved. 


Type IV. T.B. of bone: 7 cases (6 males and 1 female). 


The fistulae and sinuses from the underlying bone infections have 
promptly stopped discharging with complete healing within a 
month after the drug was stopped. 

Result: General conditions of patients improved and the severe 
pain of T.B. bone was controlled. It is rather difficult to 
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estimate the bone ‘healing in this short duration by X-rays. 
Some amount of healing was definitely present. In one case 
the bone destruction seemed to increase one month after 
stopping the drug. 


Type V. T.B. of the skin: 2 cases (1 male and 1 female) 


In the male case the T.B. cutis was resolving in 3 weeks and the 
lesion completely disappeared 2 weeks after treatment was 
stopped. Patient was also having otitis media of right ear 
which subsided with treatment of this drug only. 

Lupus vulgaris of face—extensive lesion; after 3 weeks treatment 
the edges cleared and definite clearing patches were seen in the 
heavy pigment centrally. 


Type VI. T.B. of abdomen: 2 cases (female). 


Result: General condition was much improved in both cases. (One 
was proven by laparotomy several months prior to drug treat- 
ment.) 


Type VII. Miliary tuberculosis: One acute case (child). 


Did not respond even with higher dosage (3 weeks course of 
2 mg./kilo.; and 4th week ¢ 4 mg./kilo.: body weight), 
neither the symptoms nor general condition was improved. 

Comment: Our experience contrasts with the scientific literature 
which gives very nopeful views for T.B. ‘Meningitis’. 


Toxic Symptoms—(male 12 and female 12). 


. Increase in pulse rate in 4 patients; 
. Palpitations 2 cases; 
. Frequency of micturition in 2 cases; 
Flushing one; 7 
Out of 12 male cases, 5 cases had a drop of Hb. from 1-2 gms. 


in 3 weeks. However, the patients were on bed rest and under 
strict observation. 


From the above we conclude that isonicotinyl-acid-hydrazide is 
superior to any drug previously available for use in the treatment of tuber- 
culosis. ‘The prompt destruction of the germs should make it possible to 
treat tuberculous cases in general hospitals on an ‘acute’ basis, bringing 
them out of strict isolation within a couple of weeks of admission. 

The total absence of serious toxic symptoms is gratifying, as well as 
the smaller cost of the drug. However, this will render it subject to whole- 
sale abuse on ambulatory patients in bazaar private practice where relapses 
with resistant strains of tubercle bacilli will be inevitable. 

The drug used was a brand (‘Tibizide’) supplied hy Albert David & 
Co., some of which had been manufactured in India. The cost, however, 
was about four times as high as the imported drug is now quoted. 
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EDITORIAL COMMENTS 


THIS IS YOUR ASSOCIATION ” 


Yours, and the Association of others like yourself who are members. 
Too often we think of it purely from our individual standpoint. We 
acknowledge it as a good thing, and pay our membership subscription. 
Perhaps we pick up the Journal when it comes, leaf through it, read an 
article or two, and that is what the Association means to us. It could 
mean much more without much expenditure of time or money, 


Take the matter of conferences. This is the year for our Biennial 
Conference. Preliminary information about it can be found on another 
page. Those who attended the 1949 Conference in Guntur or the 1951 
Conference in Baroda felt that the time and money spent were well worth 
their while. The Conference is the key to our Association. Here for a 
few days we may meet kindred spirits, live with them, talk over our 
mutual problems and experience, professional, administrative and spiritual. 
Here we can share socially and religiously. Here we may get just the 
inspiration to help us to go on with our task in a better way for the next 
two years. What a help it would be if each of our 200 odd hospitals could 
arrange for one doctor or nurse to attend this Conference and bring back | 
with them that inspiration. In some instances it will mean an item of 
expense to pay the way to the Conference City. If the hospital begins now 
it can perhaps set aside a considerable amount of funds to meet this item. 
The Conference program is now in preparation. It is your program. Sit 
down and drop us a line or two mentioning the things that you wish 
considered there or the paper you would like to present. It is well for us 
to be conscientious, to say that we cannot leave our work; but how much 
better work we might do if we broke off for a few days and gained the 
inspiration of looking at things from a different viewpoint. 

It is the policy of the Association to increase the opportunities. for 
regional conferences where the expenditure of time and money in travel is 
less. Five such conferences were held in 1952. Others will be held this 
year. Take advantage of these or send to them those who could not be 
seni to the Biennial. 


The Journal is yours. We hope that you find it worthwhile. We try 
to make it as good as we can but doubtless you can suggest ways in which 
it could be improved. Drop a line to the Editor with suggestions. As 
space permits the Editor will welcome papers on professional or religious 
subjects and case reports which you may send. 
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If you find your membership worthwhile why not recommend it to 
others? We have seven hundred members but there must be at least 700 
more Christian doctors who might join. The invitation to join is always 
open but it is you who have the information as to who are not members. 
If a new doctor joins your staff who is not a member, if a new doctor sets 
up practice or comes in government service to your town, hand him a copy 
of the Journal and invite him or her to become a member. Membership 
is open to all Christian doctors, regardless of the sphere in which they work. 
If each member would secure this year one other member we should have 
an Association whose influence would be increased and whose service would 
be doubled. Joint and student memberships are also provided. 


Suppest the Association. [Each year the Association appeals to the 
Christian hospitals and dispensaries to make a donation to its current. 
expenses. A rate of Re 1-8 per hospital bed or Rs 10 for every 10,000 
new dispensary patients is suggested, but if that is not possible any gift is 
gratefully accepted. In 1950 we raised nearly 15,000 rupees in this way 
but during the last two years it has dropped back to Rs 13,000. But the 
amount is of less importance than the proportion of hospitals which contri- 
bute. Still barely 50 per cent of the Christian hospitals send an annual 
subscription and less than 10 per cent of the dispensaries. ‘Brethren these 
things ought not so to be,’ that only 50 per cent of our institutions annually © 
bear the burden of the.others. If you consider this call when you draw up 
your annual budget you will find that the amount asked is in most 
instances less than 1 per cent-of your total budget. One or two private 
members contribute. If this appeal moves you send your individual contri- 


bution to the secretary. 


But as we all know, of more importance than money is prayer. This 
year after an absence of many years a new Prayer Cycle is being published. 
Acxept this, we beg of you, and make the daily objects of prayer a part of 
your daily private and institutional devotions. Thus can we give more to 
you and you to us. 


There are services that the central office in Nagpur can render for you. 
Keep them in mind and send us your requests. There is information and 
assistance available for the registration of doctors with foreign degrees 
available to you on enquiry. There are training facilities also available. 
There are recognized centers under Christian auspices for training of your 
candidates as compounders, laboratory assistants and radiographers. There 
are extension courses for hospital evangelists. ‘There are two Christian 
medical colleges for training doctors. On occasion the secretary is able to 
suggest doctors and nurses who are looking for posts. Through the 
valuable efforts of Dr Douglas Forman, Secretary of the Christian Medical 
Council for Overseas Work, there are valuable opportunities for higher 
training in the United States and information concerning them available 
in Nagpur. Information is also available concerning duty free imports of 
hospital supplies. Advice can be secured concerning administrative pro- 
blems. On invitation, the medical or nursing secretaries may be able to 
visit your institution or the medical work of your Mission or Church and 
advise from their own experience and the experience of other hospitals in 
similar situations. Ask, and to the extent of our ability, it shall be given 
unto you. —E.W.W. 
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MEDITATION 
BE SYMPATHETIC (i Peter 3:8—R.V.m.) 
Rev. Georce WILSON, Gogha, Saurashtra 


We, who are confined to a ministry of teaching, are sometimes tempted 
to envy you medicos, who have the opportunity of fulfilling the twofold 
ministry of teaching and healing. It is a calling that brings you very near 
to our Lord. Matthew follows his first record of Jesus as a teacher by an 
account of His work as a healer. His words and His works both made the 
same impression on the people. ‘A new doctrine, this!’ they said, on 
hearing Him teach in the synagogue in Capernaum, ‘and there is power 
behind it’. And of His work of healing they said, ‘He even tells the unclean 
spirits what to do, and they obey Him’. The medical worker may say 
that he has seldom time or opportunity for teaching. But we know—we 
are learning it more and more everyday—that it is not the lips that witness, 
but the life. I have beside me a letter from a great evangelistic missionary, 
now retired, and here is a sentence from it: ‘It is the living among the 
people that is the real evangelism: all the rest—the agencies, the institutions 
—are tools, modes of contact’. The medical worker is privileged above 
others to be a witness to the love of God, for, even if the tongue be silent, 
his whole life is one outgoing of the will to heal and to help. 

But, if medical work means privilege, it is a privilege that is held at a 
price. Matthew, in his account of the healings wrought by Jesus, is copy- 
ing from the pages of Mark. But seeing that, after the publication of 
Mark’s Gospel, the Christian community had had another twenty or thirty 
years in which to be led into the truth concerning the life of their Lord, 
it was only natural that Matthew should end his miracle section by a com- 
ment from which a burst of light falls upon the sacred page—‘He healed 
all that were sick’, he writes, ‘that it might be fulfilled which was spoken 
by Isaiah the prophet, saying, “Himself took our infirmities, and bare our 
diseases” ’ (8:17). The evangelist has turned back to the fifty-third chapter 
of Isaiah, and in a moment we have realized that, recalling a word dropped 
here and there by the Master, the Church had come to see Jesus as the 
Suffering Servant of Jehovah depicted in Isaiah’s glowing chapters—not a 
conquering King, but a Sufferer by whose stripes a stricken world was to 
be healed. Matthew uses the familiar but moving words to interpret 
Christ’s healing of physical ills. But we know that it is only one step more 
till we find ourselves face to face with the deeper, innermost, final secret 
of the Servant’s sufferings: 


‘He was wounded for our transgressions, 
He was bruised for our iniquities.’ 


Here again the medical worker, by his very work, is, in a way, made a 
sharer above others in the fulfilling of God’s redemptive purpose for man- 
kind—life, whole and overflowing. 

But, one may ask, in what way did Jesus take upon Himself the infirm- 
ities and bear the diseases of those He healed? Outside the gate of 
Capernaum He had touched a leper and cured him. What can Matthew 
mean when he says that Jesus took that man’s infirmity upon Himself? 
It is foolish, perhaps, to ask such a question, for we all know the answer, 
though none of us can put it into words. The Christian Church under- 
stood it, and, as Paul tells us, its first brief confession of faith began with 
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the words, ‘He died for our sins’ (1 Cor. 15:3). There is no explanation 
offered, but the fact is proclaimed, and the love that ‘tasted death for every 
man’, ‘the righteous for the unrighteous’, was the love that touched the - 
leper and sent him away cleansed. 

I said that we know instinctively what Matthew means. But one of 
the New Testament writers has, on the way to the climax of his great 
argument concerning our Melchizedek High Priest, used a word that may 
be a clue to part of the secret hidden in Matthew’s words. It is in 
_ Hebrews, where the writer, bidding his readers hold their confession fast, 
tells them that we have got a High Priest that can be ‘touched with the 
feeling of our infirmities’ (4:15). The key word is the Greek verb here 
rendered ‘touched with the feeling of’—a translation taken over by King 
James’s men from the Genevan version of the Bible. The note of Christ’s 
sympathy with His suffering people runs all through the Epistle to the 
Hebrews. It is a beautiful phrase, but it tends to hide some of the original 
meaning of the word. The Greek has given us, almost letter for letter, 
our own word ‘sym-pathise’, to suffer along with. (The Latin form is seen 
in ‘compassion’). But the Greek word means something much more 
intense than ‘feeling’ suggests. All through the New Testament the verb 
‘to suffer’ is used (save, perhaps, in Galatians 3:4) only of enduring what 
is painful. We have it in this same Epistle, and used of our Lord, of whom 
it is said that, ‘though He was a Son, yet He learned obedience by the 
things which He suffered’ (Heb. 5:8). Paul uses an adjectival form of 
the word in his defence before Agrippa—‘I am saying nothing but what 
the prophets and Moses said should come—that the Messiah must be a 
sufferer (Acts 26:23). The sinless Son of God—how could He know 


suffering unless He suffered with them who suffer? How could the spot- 
less Lamb of God die for sins, unless He had taken our sins upon Him 
and carried them up in ‘His body to the Tree? (1 Peter 2:24). 


‘Still must Thou pay ~ .« 
My debts, O Christ; for debts Thyself had none.’ 


Hence the mystery of Sympathy, which is the mystery of Love. ‘Some 
one did touch Me’, said Jesus, ‘for I felt that power had gone out of Me’. 
And we remember His tears in the presence of the sorrow of death, and at 
the sight of the self-doomed Jerusalem. The writer of Hebrews uses the 
word a second time, not of Jesus, but of his readers: ‘You sympathised with 
them that were in bonds’ (10:34). And so Peter, writing to the scattered 
Christians, many of whom stood in danger of persecution ‘for the name of 
Christ’, appeals to them to stand by one another—‘Be of one mind, all 
of you; be sympathetic’. 

That, then, is the price the doctor pays for his privilege of fellowship 
with his Lord. Fellowship with Him means fellowship with all men, and 
a sharing with Him in His sympathy for all—the sympathy whose touch 
wakes the responsive love and trust that, for so many, are the secret of 
healing of both body and soul. And thus through sympathy we, in our 
weakness, become the channels of the strong love of Him who forgiveth 
all our iniquities, and healeth all our diseases. ‘Be sympathetic.’ 
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BOOK REVIEWS 


Man’s Search for Health: By Puyttts Garticx. The Highway Press, 6 Salisbury 
Square, London. October 1952. 


This is a masterly piece of work and Miss Garlick has produced it at an 
opportune time when the health of the whole man including the prevention 
of sickness is taking such an important place in the world. 

In the introduction the author states that the aim of this historical survey 
—for such it is—is to trace in brief outline the evolution of scientific medicine, 
that is, the gradual development of the technique of healing, together with the 
working out of the religious impulse from the dawn of history to the present day. 

In tracing the story of the search for health; the writer points out the 
recurring question of the relation of medicine to religion. In ancient times 
religion and healing were closely related, and then there came a separation, and 
now in this last century there has been the coming together again of the two 
elements. 

The first part of the book deals with the progress of the methods of healing 
from magic to medical science and then goes on to enlighten the reader on 
religion and medicine in the cultures of Africa, India and China. 

Next comes part three, which discusses the value of human life. © 

The author then goes back in history to point out the attitude of the 
Church throughout the ages. 

In the early centuries healing was looked upon as part of the work of the 
Church, and then later on the Church came to neglect this as its duty and 
healing became a science divorced from religion. 

Next is traced how the Church again took up this as part of its ministry, 
and finally part six, entitled: “Towards a New Synthesis’, . 

Miss Garlick in this section points out the awakening of a world conscience 
on the question of health which is being adopted in the constitution of the 
World Health Organization of the United Nations. 

The Christian Church throughout the world today is facéd with a unique 
opportunity to relate religion to health, to realize that God alone is the healer 
and uses man as His agent. Preventable disease is being attacked by those who 
have at heart the welfare of their‘neighbours; and this is mainly being done by 
the Christian community, She quotes from a Christian doctor, with wide 
experience of health conditions in a village in India, who said that the Christians 
in a village were easily persuaded to adopt sanitary measures whereas the others 
were not; consequently when an epidemic broke out the Christians suffered 
very little whereas the others fell victims in large numbers. . 

The chapter on the reasons for the divorce between religion and science 
which set in soon after the dissemination of Greek scientific medicine (firstly 
carried by Galen from Greece to Rome) is very interesting. 

The coming together again of religion and medicine is largely ascribed to 
the work of the early missionaries, when preaching the Gospel of the 
love of Christ were ever confronted with the appalling unnecessary suffering of 
the peoples amongst whom they went to work, 

Aithou h there had been a separation between medicine and religion in 
the West, A a was no such separation amongst the peoples of Africa and the 
East, while today there is little obvious link laden medical practice and the 
Church in the West, the great missionary enterprises of the Church overseas are 
closely concerned with the health of the people amongst whom they work. It 
was in 1787 that Dr John Thomas, the forerunner and then co-worker with 
William Carey, resolved to remain in Bengal to minister to the bodily and 
spiritual needs of the people. 

In 1827 Thomas Colledge established the first hospital in China with a view 

to bringing the benefits of Western medicine to her peoples. 
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In 1841 Dr Livingstone sailed for South Africa and in that same year was 

Miniea) the first British Medical Missionary Society (the Edinburgh Medical 
ssion). 

Alongside the missionary doctor, soon developed the missionary nursing 

services, 

The outstanding contributions to scientific medicine by missionary doctors, 
is emphasized; names mentioned, such as those of Somervell, Macphail, Sir 
Henry Holland, R. Betts, Schweitzer, Paul Brand, J. C. Moller, Kear, Chester- 
man, Harpur, Muir, Cochrane, P, V. Benjamin, Pugh, Hobson, Ida Scudder, 
and many others innumerable to mention; along with others who organized 
the training of nurses, names such as that of Miss Johnson and Miss Stephenson. 

The Eastern patient readily looks to God as the healer, and he is ready 
and willing to listen to the Gospel méssage. Miss Garlick points out the fact 
that it was Buddhism which founded in India the first institution for the care 
of the sick and although Buddhism spread to China it did not found such 
institutions there. ; 

It is interesting to learn that the Chinese practised inoculation against 
smallpox 700 years before it was used in the West. 

The author shows a wide knowledge of modern medicine as well as a 
detailed study of ancient medical practices of various countries, both East 
and West. 

The Time Chart at the end of the book, ranging from 2000 B.c, to A.D. 1950, 
is a very enlightening piece of work. - 

The realms of health, education, and agriculture are essentially interrelated 
in the new and enlarged program of healing, which is known today as social 
medicine. 

Healing must be on three levels: physical, mental, and spiritual; the doctor, 
the psychologist, and the religious worker need to co-operate, 

This is in some measure coming about through the valuable co-operation 
between the Churches’ Council of Healing, with its emphasis on spiritual 
healing, and the Council of the British Medical Association. 

The fatter Council stated in 1947 that there is no ethical reason to prevent 
medical practitioners from co-operating with the clergy in all cases, and more 
especizlly those in which the doctor in charge of the patient thinks that religious 
ministrations will conduce to health and peace of mind or lead to recovery. 

She sums up the matter thus: ty enlarge the frontiers of life is not 
enough. Christ came not to preserve life but to develop it to the full; to make 
man every whit whole. We have to discover how to apply His spirit and 
principles in our generation; how to interpret the meaning of wholeness, not as 
some abstract idea, but in terms of the Word become flesh and dwelling among 
us, full of grace and truth’. 

To those interested in health propaganda, the book is full of stimulating 
matter. It is of easy style and sections can be picked out as required. 

It is much more comprehensive than the author’s previous books, Health 
and Healing and The Wholeness of Man. 


—D. L, Granam 


Better Health: By Dr C. P. THomson. Published by’S.P.C.K. in India. 


This book by Dr C. P. Thomson, who has wide experience of rural condi- 
tions in Chota-Nagpur, fulfils the need of a simple but instructive manual for 
the direction of villa e leaders like clergy, teachers and catechists, in improving 
health conditions and providing treatment for minor illnesses and emergencies, 

The book is written in simple English and the illustrations are very 
instructive. Dr Thomson gives the quantity of drugs to be used in local weights 
and measures, and their prices, which is a great advantage. 
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The section on sanitation describes how, by inexpensive methods, the 


environment could be improved even in the poorest village. 

Chapter XI, ‘On what I can do,’ describes what could be done by properly 
instructed and organized non-medical personnel, but at the same time points out 
their limitations and their duty to direct patients in serious and prolonged 
illness to the hospital, 


—K. G. 


CORRESPONDENCE 


From: 


Dr N. A. Cuacxo, L.M.P., L.C.P.S. : 
St Mary’s Hospital, Manarcad P.O., Kottayam, U.S.T.C, 


To: 


The Editor, 
Journal of the C.M.A. 
7-1-1953 

Sir, 

I would like to refer the following case to the consultants for favour of 
advice. 

Patient—Male, aged 30, office worker. Complains of non-productive cough 
and dyspnoea, worse at night since 2 weeks. 

Previous History—similar attack 2 years back. 

Family History—nothing particular, 

Physical Examination—Patient well built and well nourished. Weight 140 lb. 

Chest—Rales and rhonchi heard on both lung fields. 

C.V.S.—nothing particular. 

Urine showed trace of albumin at first, which disappeared completely. 

W.B.C.—18 per cent eosinophils. 

Screening during the previous attack was done and there was no evidence 
of tuberculosis. 

Six injections of Acetylarsan and two N.A.B. were given dyring the 
previous attack, which gave relief. 

Diagnosis of pulmonary eosinophilia was made and 2 injections of Acetyl- 
@rsan were given without marked improvement. 

I wean § like to get some advice on this case and wish to ask the following 
questions : 

1. Is there anything like drug resistance to pulmonary eosinophilia as the 

case was previously treated with Acetylarsan? 
2. Is there anything to choose between N.A.B. and Acetylarsan? 


3. Cases of myelitis are reported after arsenic in pulmonary eosinophilia 
(Antiseptic: November 1952, p. 922). Is it a real danger? 


What are the real bases of diagnosis between rrp eosinophilia . 


and asthma with eosinophilia excepting radiology? 
The following are the answers: 


1. As far as I am aware, there is no drug resistance with regard to any 
arsenical preparation used in the treatment of pulmonary eosinophilia. 

2. There is nothing to choose between N.A.B. and Acetylarsan, 

3. So far, I have not encountered any cases of myelitis following arsenic 


treatment of pulmonary eosinophilia, The possibility of its occurrence 
cannot be ruled out. 
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4. In cases of pulmonary eosinophilia there is an absolute increase in the 
W.B.C. count with a relative increase in the eosinophilic count. In 
asthma generally there is no increase in the total W.B.C. count; 
there is only a relative increase in the eosinophilic count. In cases of 
pulmonary eosinophilia the eosinophilic count is generally greater 
than that of asthma. 


—P.K. 
WHO PRESS RELEASE 
WORLD HEALTH ORGANIZATION 
REGIONAL OFFICE FOR SEA/PR/53-6 


Sourn East Asia New Delhi, January 28, 1953 


WHO ASSISTANCE TO INDIA 
Eighteen Programs in Operation 


There are more Wuo-assisted programs in operation in India than in any 
other country of the world, according to information presented to the Executive 
Board of the World Health Organization which is at present meeting in Geneva. 

The Board learnt that over 200 health projects are now under way in 62 
different countries with Wuo assistance. Of these 18 are in India, and involve 
the services of 38 international professors, doctors, nurses and technicians, In 
many of them there is financial co-operation by UNICEF, U.N. Technical 
Assistance, and other organizations. 

In addition to these health programs, Wuo fosters development of medical 
training (a world total of over 1,000 fellowships were granted last year), and 
maintains services of drug standardization, health statistics, epidemiological 
warnings, international health regulations, etc. 

The 18 projects in India are as follows: Tuberculosis training and demon- 
stration centres in Delhi, Trivandrum and Patna; Maternal and child health 
project (Delhi); Malaria control project (Terai, U.P.); Venereal disease training 
centre (Madras); BCG vaccination projects in several States; Nursing training 
project (Calcutta); Plague control project (U.P.); Assistance in family planning 
centres (Mysore and Delhi); Penicillin factory (Pimpii, near Poona); DDT factory 
(Delhi); Yaws control project (Madhya Pradesh); Two specialists in physio- 
therapy at the K.E.M. Hospital, Bombay; and Four professorships at medical 
and public health institutes and colleges in Calcutta—2, Bombay and Trivandrum. 


OBITUARY NOTE 
DR H. G. BERKOWITZ 


We have to record the passing to his rest at Srinagar on 25th October 1952, 
of Dr. Harold Gunther “3 OAC known to many readers of this Journal as 
the sole survivor of the tragedy at Ranaghat. Hospital in November 1947, when 
Dr Hatt, and Sisters Law and Percival were killed. 

Dr B, as he was generally called, had a troubled life, that met both in East 
and West the impact of the great social upheavals that have rocked the peoples 
of Europe and Asia in the last thirty years, Born shortly before the turn of 
the century of Russian parents who left their homeland while he was still young, 
he got most of his education in Germany, graduating there as a doctor of 
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medicine, and practising both there and in other parts of Europe. When 
presently the Nazis came to power, Berkowitz had to flee from Germany at 
short notice, and came to England. There ensued a period of many vicissitudes, 
as his German qualifications did not permit him to practise in England, and he 
had no other means of livelihood. However, wartime needs demanded more 
doctors, and under a provision of temporary registration he obtained a post at 
the Wingfield Hospital at Oxford, which specialized in orthopaedic treatment 
of war casualties. Here, in the providence of God he was brought into touch 
with C.M.S, and at the close of hostilities offered for missionary service in India. 
Located to Bengal he joined at ni age Hospital in the spring of 1946 at 
(or close to) the age of 50. Before he had completed the two years normally 
allowed to recruits for language study, and adjustment to new conditions, he 
had the shattering experience of seeing his colleagues shot down before his eyes, 
and Dayabari as a General Hospital closed in consequence. _ 

Such a man with such a background did not easily fit into just any hospital, 
_ and yet he wanted work and had much to give. After some months in Assam, 
and later at Quetta, his opportunity came when he was offered the job of saving 
Rainawari, (a C.M.S. Women’s Hospital of sixty beds in Kashmir), from closure 
owing to lack of staff and funds. He threw himself into this task with all his 
powers, using such staff as was available—a Christian compounder from South 
India, two partly trained nurse-aids, and a Hindu clerk with long associations 
with C.M.S. The hospital had suffered from earthquake, and one wing, 
including the main theatre, was partly out of use, In three years he had changed 
the face of things. A heavy debt in the accounts had been wiped out, and the 
hospital funds put substantially in credit. A large number of operations, major 
and minor, were carried out each year, and numerous babies brought into the 
world, and the witness of medical mission work put firmly again on the 
Srinagar map, in spite of the closure of the main hospital at Deen: and all 
this during years that were critical for Kashmir and India and British relations, 
(including foreign missionary work), with these newly independent areas. Eze- 
kiel 22:30 tells us that God looks for ‘a man to stand in the gap’ in His 
ordering of history, and it may be He used this homeless, ‘displaced person’, 
Dr Berkowitz to help shape events in that lovely land of Kashmir. The Chief 
Minister, Sheikh Abdullah, highly appreciated Dr Berkowitz’s worth and work, 
and took the unusual course of sending a personal letter to C.M.S., London, 
asking that help might be given to Dr Berkowitz as his strength was bein 
overtaxed. It was indeed a whole-time job, allowing for no holidays, and with 
no one (till 1951) to share the responsibilities. He was also handicapped by his 
limited knowledge of the vernaculars. His own temperament, strained doubtless 
by life’s hard experience, frequently brought him bitter moods, when he would 
pass harsh judgments on others, but the reality of his faith and hope were un- 
mistakable, and it won the affection of those who knew him. As one who saw 
a good deal of him in recent years has put it: “There is a grandeur and simplicity 
in Berkowitz’s faith which always touches me profoundly, and I thank God for 
the enrichment which has come from knowing him.’ _ 

In the spring of 1951 Sister Gertrude Wilson of the C.E.Z.M.S. came to his 
help, and with her gentle companionship and long experience of Kashmir and 
the Punjab, relieved his loneliness and took over much of the routine administra- 
tion. But in the summer of this year her own health failed, and she had to 
go home. In September Berkowitz began to be troubled with severe abdominal 
pains which he knew to be of serious import. He went down to Vellore for 
examination, and there an operation revealed an inoperable incurable condition 
of the stomach. The pain was continuous and severe, and his one prayer was 
that God would grant him an early release. When his wound had healed he 
was flown back to Kashmir, Dr Doris Graham looking after him as far as Delhi 
and Sister Ruth Harrison from there on, He was then very weak, taking no 
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food and getting morphia injections. A week later he was given the release 
he craved. Dr Phil Edmonds of the Biscoe School reported that he suffered 
little pain, and the end was the most peaceful imaginable. So we leave our 
dear brother and humble servant of his Lord, ‘awaiting fulfilment of our blessed 
hope—the appearing in glory of our great God and Saviour Jesus Christ, who 
gave Himself for us’ (Titus 2:13. Weymouth). 

—G, M. 


REPORT OF THE INDIAN PHARMACEUTICAL CONFERENCE, KANPUR, 
DeEcemssR 29, 30 and 31, 1952 


Monday 29th December marked the opening of a joint session of the Indian 
Pharmaceutical Congress Association and the Indian Pharmaceutical Association 
in Kanpur, Dr J. H. Rohatgi welcomed the delegates. Speaking of problems 
relating to national health and social welfare, Dr Rohatgi pointed out that 
pharmacists have a great contribution to make. He urged therefore that a 
definite effort should be made to keep pharmaceutical developments and research 
on a level with other medical sciences. Hand in hand with research, pharmacists 
and pharmaceutical associations must do all in their power to stop the production 
of spurious drugs. In conclusion Dr Rohatgi made a plea for the enforcement 
of the Drug Act. 

Immediately following the address of welcome, the session was inaugurated 
by the Honourable Rajkumari Amrit Kaur, Minister of Health for India. In 
an inspiring address the Honourable Minister briefly reviewed the present situa- 
tion with regard to pharmaceutical personnel, the supply of drugs, the quality 
of such drugs, and the thorny problem of spurious drugs, Having stated the 
* situation, she challenged the members of the profession to fulfil their respon- 
sibility in their respective spheres. That is, to supply better trained personnel, 
to supply adequate quantity of good quality drugs, and to make an early attempt 
to smother the spurious drugs trade. Her suggestion that doctors might help 
in the latter by prescribing more pharmacopeial drugs and less specialities was. 
hailed enthusiastically by the Conference. 

This year’s president is Dr T. A. Schinzel, Managing Director of Sandoz 
in India. In his Presidential address Dr Schinze] dwelt upon the subject of 
research in the new independent India. He said, that research, to be really 
effective, must not be rushed through so as to be able to submit yearly reports. 
that look well. Nor should a small research team be expected to tackle several 
problems all at once. Since thorough research is very costly, Dr Schinzel 
suggested that it should be state-aided. 

Sister Cresentia Wise presided at the afternoon pharmacy section. A good 
part of the time was spent discussing pharmaceutical education following the 
presidential address, Miss James read a paper on the preparation of parenteral 
solutions, which induced a good many comments from the delegates. Mr Ban- 
nerji gave an interesting paper on drying tablet granules quickly by the use of 
infra-red lamps. The day closed with tea and a film show. 

Tuesday morning there was a lively discussion at the pharmaceutical chem- 
istry section on Chlorophyll in pharmaceutical industries. In the pharmacognosy 
section which followed, Mr Chatterji gave a resumé of Dr Metra’s address on 
drug adulteration, which led to a great deal of discussion. An exhibition of 
spurious drugs was most informative, illustrating the great care necessary in 
buying from reliable drug firms. 


Special Symposium on Pharmaceutical Education 


Dr Rangasamy opened the symposium with a discussion on the diploma in 
pharmacy examination. This is to replace the various compounders’ examina- 
tions which are held in the different states of India. The diploma is a great 
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improvement, — a two-year college course, and, when introduced by the 
States, will unify the training of pharmacists throughout India. He deplored 
the fact however, that, so far, very few of the States had introduced this course 
and in Madras State, where there is a diploma course and compounder course, 
very few candidates entered the diploma course. He also deplored the’ low 
salary paid to pharmacists by government. In Bombay the Indian Pharma- 
ceutical Association have been giving nece refresher courses for practising 
pharmacists, It has been estimated that for the needs of India 7,000 diploma 
holders and 400 graduates must qualify every year. He also stressed the im- 
portance of the teaching of pharmacology and pharmacognosy to pharmacy 
students. He concluded by stressing the necessity of training teachers for the 
pharmacy courses, There was some lively discussion in the symposium, parti- 
cularly with reference to the new diploma course and to the fact that although 
it has been recommended by the Pharmacy Council of India and approved 
the Central Government, the individual States have not introduced it. Miss 
James (Vellore) commented upon the course, saying that, although it was. 
absolutely right to revise the standard, the course was overloaded for the type of 
student who comes for training in compounding. We must be realistic in 
our teaching, and ample time must be given to cover the syllabus or else the 
syllabus should be reduced. She also commented on the extravagant list of 
equipment that was demanded. In answer, Professor Shroff said that the course 
was possible as it was already being given in Pulani and Bombay. “This sym- 
posium was extremely relevant to the position and future of pharmacists in our 
mission hospitals. 

On Wednesday the title of the symposium was, the ‘Role of Pharmacology 
in Pharmaceutical Education and Research’, Dr Acharya opened the symposium 
by saying that, in the present curricula, there is an overload of chemistry. But 
a pharmacist must have a comprehensive knowledge of pharmacology, which 
includes posology, toxicology, materia medica and biological essays. The train- 
ing of the pharmacist must be such as to enable him to properly evaluate the 
drugs which are going to be placed in the hands of clinicians. After some dis- 
cussion, Dr Warner gave a very interesting paper on, ‘New Muscle Relaxant 
Drugs’. There are three classes of such drugs: (1) Curare and its types; (2) 
Drugs, such as Decamethonium, which depolarise the tissue; Myasthenia is. 
sensitive to class (1) but not to class (2); (3) Class of drugs which produce relaxa- 
tion of muscle by action in the spinal chord. Mepharasin is an example of this, 
and is useful for tetanus, It must be given intravenously continuously in very 
high doses. Finally, the Conference passed a resolution with reference to the 
salaries of pharmacists who hold the diploma. _ This will be forwarded to the 
Central Government. It is hoped that the medical profession wil] appreciate 
the need for raising the standard of pharmacy in India and will co-operate by 
insisting that their compounders hold the diploma of pharmacy and that they 
are paid an adequate salary. 


—M. CLEMENGER, 


Chief Pharmacist, Duchess of Teck Hospital, Patna 
—E. M. James, 
‘ Chief Pharmacist, C.M.C. Hospital, Vellore, N.A- 
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ASSOCIATION NOTES 
Area Executive Committees 


Hyderabad. The following Executive Committee for the Hyderabad 
C.M.A. Section has been formed with the addition of Miss Kamala Paul, 
Nursing Secretary for the Area: 


Dr B. V. Canaran, Vikarabad Dr Gladys Jefferee, Pachod 
Dr John George, Bihar Dr P. Joseph Israel, Hyderabad 
Dr Cecil J. A. Macaden, Secretary 


Andhra. The vacancy in the membership of this Committee caused by the 
transfer of Dr E. P. Azariah from the Andhra to the Tamil section has been 
filled by the appointment of Dr D. Sunderaraj of Chirala, Dr Arthur Boggs 
of the Clough Memorial Hospital, Ongole, is the new Area Secretary. 


Marathi Area. The following Executive Committee for the Marathi speak- 
ing area has been constituted with Dr.D. A. Bidari as Secretary. 


-Dr D. A. Bidari, Pandharpur Dr D. A. Andersen, Ahmednagar 
Dr D. P. Gorde, Miraj Dr Edith Lacy, Dhulia 
Dr D. Theophilus, Bombay 


Hill Conferences 


The Kodaikanal Medical Conference will be held at the Kodaikanal Mis- 
sionary Union on Monday and Tuesday, May 18-19. 
The Nilgiris Medical Conference will be held at Kotagiri on Wednesday, 


May 6th. 
Honour Roll 
Hospitals Contributing to the C.M.A. between December !6—3Ist, 1952 
Mid-India Madras 
Christian Hospital, Seoni St John’s Hospital, Irungulur 
Bihar Uttar Pradesh 
Christian Hospital, Mohulpahari Memorial Hospital, Fategarh 


Gujerat St Catherine’s Hospital, Kanpur 
I.P. Mission Hospital, Anand Kinnaird Hospital, Lucknow 


As noted in the footnote to the Roll in the January Journal this raises the 
proportion of hospitals contributing from 48 98 cent to 52 per cent of the total 
and individual areas now appear in this order: Fei Jay 


1. Gujerat 916% . Assam eee 

2. Mid-India 83-3% . North-west India 40.0% 

. Uttar Pradesh ... . Hyderabad 

4. Madras 66.6% . Karnataka 

5. Bihar 64.0% . Kerala 

6. Bengal (West) 
Andhra 
Orissa 


50.0% 


-Hill Season Addresses of the Secretaries 
There will be no change in the address of the secretaries during the hot 
season, Address: 


Dr E. W. Wilder, Nelson Square, Nagpur. 
Mrs E. A. Watts, ‘Farley’, Ootacamund, Nilgiris, 
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Report of the C.M.A.I, Regional (Tamil and Andhra areas) Conference 
held on 5th and 6th December 1952 at U.M.T. Sanatorium, Arogyavaram 


This joint Conference of the Tamil and Telugu areas was held at Union 
Mission Tuberculosis Sanatorium, Arogyavaram, and the occasion is made signi- 
ficant by the fact that no gathering of this kind took place—at least for the 
Tamil area—for the past six years, after the last Regional Conference that was 
held back in 1946 at Tirupattur Ashram, A new impetus for holding these 
Regional Conferences has been infused this year, as a result of the Conference 
of Regional Secretaries that was called at Nagpur in July. It is a pity that 
Dr Edwin Azariah, the Secretary for the Andhra area was unable to attend the 
Conference at Arogyavaram owing to unavoidable circumstances. 

Forty-five delegates attended this Conference. Of these 21 came from 
Tamil area (14 doctors and 7 nurses) and 24 came from Andhra area (15 doctors 
and 9 nurses). The Sanatorium authorities had made excellent arrangements 
for the reception and catering for the delegates and spared no efforts or labour 
in making our stay comfortable. Their recreation hall in which the sittings 
were held is spacious and splendidly planned for good acoustics and ideally 
suited for meetings, projector demonstrations and cinemas. 
_ The morning session on the 5th December began with an inspiring devo- 
tional period lead by Bishep HOGBRO from Denmark, who is visiting the 
Danish Mission fields in India and fortunately for us staying at the U.M.T. 
Sanatorium at this time. His theme was the meaning of Incarnation for us and 
in our Christian Medical Work. After this the delegates were given the oppor- 
tunity for registration. The regular meeting commenced under the president- 
ship of Dr S. Gurubatham, at which the Tamil Area Secretary read his report 
briefly surveying the important happenings in the Christian medical work. 
Mention was made of the demise 2 (Mrs) Dr Grace Vedabodagam and Dr 
Victor and of their splendid Christian service in the cause of ministry of healing. 
The delegates respectfully stood in silence for one minute in memory of these 
two departed workers. The secretary also reported considerable rethinking 
regarding the place of the Christian Ministry of Healing that had taken place 
in the past two years and of the conclusions arrived at the Baroda Conference 
with regard to our future policy. He also reported regarding what happened 
at the Conference of the Regional Secretaries held in Nagpur in July roth and 
11th. He made an appeal for strengthening the membership of the Association 
for co-operation in observing the Hospial Sundays and for holding these 
Regional Conferences more reularly for fellowship and for mutual consultation 
of our problems, At this meeting the appointments of the Regional Executive 
Committee of the Tamil area formed by previous circular action by the All-India 
C.M.A.I. Secretary consisting of Dr E. Forrester Paton, Dr H. M. Lazarus, 
Dr T. H. Some?vell, Dr R. Vedabodagam, Dr Joseph Gnanadickam and Dr 
J. C. Savarirayan was confirmed. The last named was also confirmed as 
secretary for the Tamil area. In the discussion that followed the report of the 
secretary, some of the members expressed that one of the factors which militated 
against the convening of the Regional Conferences was due to the holding of 
Medical Conference of missionaries at Kodaikanal during summer, Naturally 
the heads of hospitals seem to show a preference for this Conference rather than 
the Regional Conference in the plains. 

Next followed the reading of medical papers. Dr Barnes of Madura from 
Willis F. Pierce Memorial Hospital read a stimulating paper on ‘Injuries around 
the Elbow Joint’. Next Dr (Miss) Mary Thomas from Christian Medical College 
Hospital, Vellore, read a most interesting paper on “Treatment of Jaundice’. 
The third paper of the morning session was by Dr (Miss) C. S. Balasundaram 
also of the Vellore Medical. College Hospital on ‘A critical analysis of the 
methods of diagnosing” carcinoma cervix’. One of the pleasing features - this 
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Conference was the fact that young people just out of college read these papers 
and showed a good deal of enthusiasm, All these good papers were followed 
by discussion. As there was still some time left before lunch time Dr Guru- 
batham gave an impromptu talk on his experiences in ophthalmic practice. 
Lunch wa’ taken at 12:30 p.m. and recess followed till Tea time at 3 p.m. 
The afternoon session of the first day was begun with prayer by Dr M. Asir- 
vadam and followed by an illuminating and a rather long talk by Dr K. I. 
Vytilingam, M.D., of Vellore Medical College on ‘Principles of Electrocardio- 
graphy and Clinical Electrocardiography’. This talk was aided by projections 
on the screen with the help of the epidiascope. After this talk the delegates 


were taken round on a tour of the sanatorium in three batches. After dinner: 


at 7:30 p.m. we were privileged to witness a very interesting film “Tale of Two 
Cities,’ shown in the large recreation hall. All the patients in the sanatorium 
with their whole staff plus the delegates filled this big hall to capacity, The 
proceedings of the first day ended by closing devotions by Dr S. Gurubatham. 
He took for his subject, the challenge presented by Christ to the rich young 
man and pointed out that in these days of such poverty and need around us, 
it is the duty of the Christians to face the question of renunciation and sharing 
with the needs of others; 

The second day of the meeting commenced again by a period of consecrated 
devotion led by Dr Ida S. Scudder, the great founder of the Vellore Medical 
College. Taking the words from the first chapter of Mark in which Christ says, 
‘I must go to the other towns,’ she drew the lesson for us to follow the example 
of Christ in meeting the needs all around us and not to be satisfied with our 
work in one place only, Dr E. W. Wilder who was present on the second day 
followed with a prayer. The secretary invited Dr Wildes to make a statement. 
After this Dr Wilder and the Andhra delegates separated themselves for a short 
business session affecting the Andhra area. There were no papers read in the 
morning period as the sanatorium staff had planned a most delightful pro- 
gram for the delegates. In three buses the delegates were taken to the villages 
around Madanapalle and Arogyavaram for observing the BCG work and the 
Tuberculosis Campaign conducted by the sanatorium staff in association with 
W.H.O. and UNESCO, This was a very useful opportunity to observe this 
unique undertaking and also gave the delegates a chance of seeing the country 
around, We were all back by lunch time. 

The afternoon session began under the presidentship of Rev. R. M. Barton 
with rather a heavy program of papers on medical and surgical subjects. One 
of the sanatorium doctors, Dr Samuel Muthiah showed us a series of interesting 
skiagrams of the chest with a variety of conditions explaining points for diagnosis 
of various chest conditions, Dr K. T. Jesudian next gave his impressions of his 
experiences with the latest drugs used in tubercylosis. Rev. R. M. Barton next 
gave a talk with regard to laboratory research results in bacterial resistance. 
Next Dr Mathew gave us a resumé of the field work undertaken in connection 
with the BCG work. After this we had the great privilege of being enthralled 
by a most interesting discussion by Dr T. H. Somervell of Mount Everest fame, 
who is now working in the Vellore Medical College, after his long years of 
service at Neyyoor, Travancore State. His subject was ‘Acute Abdomen’ and in 
pindrop silence the Conference listened to it. Next Dr Jacob Chandy also of 
Vellore Medical College read a paper on ‘Neurosurgery—Personal Experience in 
Christian Medical College Hospital, Vellore.’ The last paper was read by Dr 
T. Thomas also of Vellore Medical College on ‘The diagnosis and treatment of 
Bronchiectasis.” The flagging interest of the tired delegates, at this stage was 
revived by the demonstration of excellent projector films by Dr T. Thomas. 
All these papers were followed by short discussions. 

Ending the proceedings of the Conference, the secretary thanked the dele- 
gates, the various people who read the papers and all of the delegates who made 
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the Conference such a success and finally performed the most pleasing duty of 
~— the hosts, the superintendent and the staff of the U.M.T. Sanatorium 
for the fine and splendid hospitality and the graceful catering done by the ladies 
belonging to the sanatorium. Dr Wilder also made a closing statement. 

- Before the curtain was let down on the Conference, Dr Vedabodagam of 
Nazareth, Tinnevelly District conducted the closing devotions taking for his 
theme the 23rd chapter of Psalms. 


Association Notes 


—J.CS. 


Assam Christian Medical Conference, December 3-5, 1952 


About 75 doctors and nurses of the Assam area met in Conference at the 
Christian Hospital, Jorhat, December 3-5, 1952. The devotional services were 
conducted by Mr Alemkaba Aier, the Hospital Evangelist. Among the speakers 
were, Dr C. P. Thomson of the St Denys Hospital, Itki, Author of Better 
Health and of the Jet Series on ‘Roundworm’ and ‘Sore Eyes’, Dr Allan Gilroy 
of the Ross Institute, Miss A. Bullock, Head of the Assam Government Nursing 
Service, Mr Leslie Shaw, M.P.S. of the Imperial Chemical Industry, Dr C. M. 
Whitestone of Chabua, Dr Parul Roberts of Durtlang, Dr Thomas Norman of 
Seleng Hat, Dr Ngangshi Aier and Dr Mary Kirby Berry of Jorhat. 

Dr Curzon Momin of the Christian T.B, Sanatorium, Jorhat, was elected 
President of the section for the coming year. 


Conference on Family Planning 


The third International Conference on Family Planning has just taken place 
in Bombay November 24-29, 1952. There was an impressive gathering of 
several hundred delegates including representatives from 14 different countries. 
Mr Nehru sent a message, ‘I do not think our social and economic problems 
can be solved until the population problem is tackled. The question of Family 
Planning should be given fullest consideration in all its aspects.’ The Vice- 
President of India Dr Radhakrishnan gave the inaugural address. He empha- 
sized the benefits which come to the family which is planned. If fewer children 
are born, each one has a better chance of full health life and good education and 
of becoming a responsible citizen, The mother also has better health if there 
is enough space between one child and the next. He said, ‘Civilization means 
progressive control over nature.’ Several overseas visitors congratulated India 
on having such enlightened leaders, so that social workers can go ahead in this 
matter unhindered. 

A very convincing array of facts from many countries were assembled for 
our consideration which showed that the rate of population increases in the world 
is far ahead of food production increase, and that although the efforts of agri- 
culturists and other scientists are trying in every possible way to increase pro- 
duction of food, they are not able to keep pace with the demand for food. The 
rate of population increase keeps ahead all the time. One speaker said it would 
be necessary to push back the sea and cultivate the top of Everest before enough 
food could be produced, and even that would be short time policy. Some 
countries and some provinces which a few years ago produced surplus food 
which they could export, have now become importing areas. This is one of the 
danger signals of world shortages. The problem will not be solved by better 
transport and distribution, nor even by agricultural methods making a higher 
yield per acre, though all these measures are necessary for maintenance of the 
present population. We can all see the results of this race between food supplies 
and the need of the people in the constantly rising prices of grain and other 
essentials, and the frequency of scarcity in some areas causing hardship, famine 
and even death from starvation before relief measures can be effective, Poverty 
and unemployment are further indications of over-population. 

The Family. Planning Association of India is seeking to help the people to 
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find answers to these problems. The F.P.A. is just as anxious to find the answer 
for those married people who have no children and desire them, as it is to help 
those who do not want to have too many. Clinics run by the F.P.A. are 
designed to deal with both situations. The F.P.A. is planning to train doctors 
and midwives in this work and establish clinics in all provinces. It is hoped 
that before very long all parents and all potential parents will have ready access 
to all necessary information, will realize that there is a problem and will take 
their share in the responsibility for solving it. As Dr Radhakrishnan said, ‘God 
has given man intelligence, and while the beasts have to adjust themselves to 
their environment and get control over the difficulties science has told us the 
biological facts about reproduction and birth, and it is now possible for parents 
- to choose and decide within certain limits whether they will have .a child and 
4 when it shall be born. In other words the family can be planned. The ways 
and means of doing this are many and various and no one method is the best 
in all circumstances, It has been emphasized that it is not anybody’s business 
to “give advice”, to anyone else on family planning, but to give information. 
Knowing the facts is one thing, deciding to take action must always be the 
personal responsibility of individuals, Parents should be well informed, and 
then they should take the responsibility of choosing what they do.’ 

The experts who have come to this country with all the latest information 
and results of research are eager that the information should be made available 
in every possible way, but they have no intention whatever of ‘giving advice’ 
still less of giving orders. 

Sweden, Canada, U.S.A. and Australia are not over-populated. The 
message which came to India from these countries was that ‘our happiness is 
largely due to the fact that we have plenty of space and plenty of food’. Sweden, 
said, ‘We have ‘no poor, no slums, no unemployment. For some years owing 
to Family Planning our babies are born when we want them to be. We do not 
have lots of unwanted babies, Because a baby is wanted it is loved and taken 
great care of and it is happy. Our families are very happy.’ Sweden also said 
that the number of abortions due to interference with an unwanted pregnancy 
have been greatly reduced, Abortions used to be done deliberately but secretly 
in order to get rid of unwanted pregnancies. This is always a dangerous 
practice. It often causes serious illness, and sometimes death. Now such cases 
are very few. Families have been planned and all the babies are wanted. Sweden 
attributed its prosperity and happiness to the practice of Family Planning. 

Great distress was expressed by many at the sight of so much crowding and J 
so much poverty ia India, and so they recommended the idea of Family ; 
Planning to this country. 

There is now a World ‘Family Planning Federation’ of which the Indian 
‘Family Planning Association’ is a member, The F.P.A. seeks to do research 
in contraception methods and to make the results available in clinics where 
parents or prospective parents may get reliable information. It is desired to keep 
the information and the access to methods in the control of the hospitals and 
the trained people in clinics, so that there shall not be exploitation of the people 
by the unauthorized sale of questionable material for profit. In England and 
other countries all the material which is known to be safe and reliable for use | 
has the mark and guarantee,of the F.P. Association and is usually only obtained 1 ; 
at a clinic from an authorized person who is trained and qualified to know 
what is the best method for the individual, The idea] is for the husband and 
wife together to seek this counselling. 

For the vast population of India who live in villages, it is hoped that all 
who can will make an initial visit to a town clinic and get information which 
they cari continue to use alone. And it is being planned in some provinces to 
train midwives and health visitors and social workers at those clinics so that 
they may take help further afield to those who cannot visit a clinic. 
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Non-medical social workers can start on an Educational Program in villages. 
They may talk about (2) Population trends, and the food supplies. (4) The 
need for limitation of population increase for the benefit of the family itself 
first, and for the benefit of the community, The planned family is usually the 
happy and healthy one. (c) Information about other countries, viz., Sweden and 
U.S.A., and the success of Family Planning there. That methods have proved 
effective and the results are good and desirable. (d) Information about the 
rulers and leaders of this country, Mr Nehru and Dr Radhakrishnan, their 
concern about the increasing population, and their approval of Family Planning. 
Dr Radhakrishnan said that ‘if a man compelled a woman to childbirth fre- 
quently he would be guilty of cruelty to a human being’, The whole idea has 
the support of the leaders. (e) Information about local clinics or places where 
advice on methods may be obtained. Mention should be made also of sterility, 
and that it is the business of the clinics to find the answer for those who have 
no children and want them, as well as to help those who wish to limit families. 

Unfortunately the last word on contraceptive methods has not been said. 
Those methods that are simple, easy and reliable need expensive appliances. 
Some simple appliances made out of local cheap material may possibly be 
effective and harmless, but they have not been tried enough to prove anything. 
Of all the contraceptives which are on the market the ones which have been 
tried and found reliable are guaranteed by the F.P. Association of either U.K. 
or U.S.A. and the mark of guarantée is on them. It is hoped in this way to 
protect those people who cannot attend clinics. 

Concerning the Safe Period which has been so much talked of. It is 
necessary to calculate this accurately in relation to the monthly period. Only 
when the period is occurring regularly can this be done. Often lactation is 
going on when the next pregnancy begins, and no periods may happen for 
several years, As this method depends on the date of ovulation and the chances 
of the sperm meeting the ovum, it still involves a lot of guessing, and so 
cannot be relied on. 

Sterilization by operation is of course effective. But in general it is recom- 
mended only for older people who have had all the children they want. It is 
irreversible and may therefore lead to tragedy. 

Family Planning will help India. —G.R. 


SECRETARIAL NOTES 


Burma, Moulmein. November 15-16. Up before dawn and to booking office 
and thence to airport. Off on the crowded Dakota. Thirty minutes later 
crossing the Gulf of Martaban and swooping down over the ridge of Moulmein 
topped with its gleaming white pagodas. Met at the airport by Dr Anna Grey 
and driven to the Ellen Mitchell Memorial Hospital built on the slopes of the 
ridge with a grand view out over the Salween River. Breakfast and then with 
Miss Thomas, the Business Manager, to see a bit of the town and to make 
reservations for the return trip. Then with Dr Grey seeing around this, the 
largest. Christian hospital in Burma. Three of its five buildings are constructed 
of solid storie, in general on sound plans. These house the out-patient depart- 
ment, the quarters for the senior staff, the nurses’ hostel and the main hospital 
wards. Thanks to the occupation many of the partitions which originally 
divided the main hospital into small wards had been knocked out by the Japanese 
abst rey, good open wards for the men as well as the women which the 

ospital now treats. This building, as well as the T.B. ward of wooden con- 
struction, are hopelessly crowded. However, when the fifth building, severely 
damaged by bombs, can be renovated the T.B. and isolation wards will be 
accommodated there, and the children of which there are many moved to the 
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present T.B. ward and the hospital wards will be less crowded, This hospital 
is unique among the few Christian hospitals in Burma in having a recognized 
nurses’ training school, two laboratory technicians and a radiographer. 

At lunch met Dr Gates and Dr Ah Ma. The latter was trained in 
Kansas, U.S.A. and like Dr Grey and Miss Thomas saw service in India during 
the occupation of Burma. 

In the evening after tea drove with Miss Tufts to the Leper Asylum. 
Here the personnel impresses more than the buildings. Wooden buildings are 
crowded with the 125 patients. Unimpressive in themselves they are set in the 
midst of lush vegetation with ample opportunity for the men patients as well as 
women to raise a large proportion of their own food, There are also looms 
kept busy by the women patients, One of the patients demonstrated with pride 
the musical instruments which he has made and which are used in the enter- 
tainments and religious services held in the large church. Overall is the 
inspiring figure of Dr Edwards who has risen above physical difficulties to deal 
with the work here. Unassisted by laboratory technicians, he makes the diag- 
nosis, checks on the progress of the patient and oversees the treatment. On 
our way back Miss Tufts took me to the top of the ridge to look out over the 
river, see the white pagodas and listen to the tinkling of their bells in the 
evening breeze. Walked with Dr Gates down through this town, the scene of 
many of Adoniram Judson’s labours and called on a tall, gaunt pastor of go 
years, the son of one of Judson’s converts, 

The. next morning after breakfast to one of the Baptist churches where 
the service is in English and spoke to the congregation. Home and packed, 
an early lunch and off again for Rangoon. Arriving learned from Dr Daniel 
that I was due for a conference at 7. Here met some of the members of the 
Emmanuel Baptist Church and for two hours discussed the type of medical 
pepe _ this church should try to do when its edifice, destroyed in the War, 
is rebuilt. 

Mandalay. Nov, 18-20, Off at a more decent hour after breakfast by plane 
to Mandalay. For an hour and a half over brown rivers, green paddies and 
dark furry forests. Then down over the gray pagodas of a deserted royal city 
and approaching the white pagodaed slopes of Mandalay Hill to the airport. 
Met there by Rev. R. G. Varney of the British Methodist Mission whom I had 
met at the Burma Christian Council. As we made our way to the waiting car 
heard a hail and turned to meet the yellow-haired, blue-shirted figure of Dr 
Burford Weeks, formerly of Jammalamadugu and now with the W.H.O. 
Malaria Control Unit at Lashio, waiting for a.plane back, Then to the mission 
bungalow. At lunch met Dr 3arr-Johnston of the Bible Churchman’s Mission 
Hospital at Pangloh who was spending the day there. From lunch to tea time 
with him conferring over his 4o-bed Ccsctial in the northern Shan States and 
its problems and learning that he is brother of Rev. Cecil Johnston of the 
Children’s Special Mission. 

After tea with him and Varney around the town with its flattened plots 
of land not yet rebuilt from the bombing, its majestic wall and moat pci the 
palace enclosure, (the palace also succumbed to bombs) and to the United 
Christian Hospital. This was formerly the Alexandria Hospital of the S.P.G. 
The hospital was damaged by bombing and the two staff quarters levelled to 
the ground. The hospital has been repaired and is now the home of a United 
Christian Dispensary run by two S.P.G. sisters and supported by the Methodists, 
the S.P.G. and the Baptists, This is not far from the caning Government 
Hospital and Government had just suggested that this Christian hospital become 
one of the three centers for women and children to be sanctioned for Mandalay. 
After dinner at the bungalow to which came Dr and Mr Jamal Din the Mission- 
ary Conference met with members of the S.P.G., British Methodists, American 
Baptists and B.C.M.S. Among the Methodists was Miss Musgrave, sister of 
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Dr Alice Musgrave of the hospital at Ikkadu. Spoke to them of the work of 
the Christian Medical Association. 

The next morning with Mr Varney to the Leper Hospital where we were 
welcomed by Dr Jamal Din. This, in contrast to Moulmein, is housed in neat 
brick buildings connected by paths which glowed with crimson roses. To help 
him in his neat dispensary, Dr Din who has been here 12 years has trained two 
patients to help with the laboratory work. These wards too, were crowded and 
in one of the buildings looms were busily worked by women patients (men do 
not weave in Burma). On the other hand this colony was laid out’on lowlying 
land which was now waterlogged after the recent rainy season, The fact that 
a nearby tank was the only source of water supply doubtless accounted for the 
prevalence of gastroenteritis among patients. Many of the patients were un- 
occupied and I was told that they were mainly of the merchant class who would 
not till fields had they been available. There therefore seemed to be a wide 
scope for the services of Miss Musgrave, the full-time occupational and social 
worker, Another visit to see the dispensary working at the Christian hospital, 
brief errands in the town which still exhibits a fair amount of bomb damage 
and then home. Then an early lunch and flew back to Rangoon. The next 
day the Mandalay airport was attacked by rebels, 

Yinedgewin, Myaungmya. Nov. 21-22. It had been the wish of both 
Mrs Ba Maung Chain and her brother-in-law, Dr Ba Than Chain that I visit 
some of the medical work of the Karen Christian Church. This had been 
established in Bassein in memory of their father but following its destruction 
had been moved to Myaungmya, in the delta area of Burma. Accordingly with 
the necessary permission for the trip, repaired to the airport, This trip was 
to be made in a Dove, a ten-passenger, two-crew, twin engine job. As I waited 
at the airport I noticed two men in Boy Scout uniform one of whom resembled 
the pictures I had seen in the Indian papers of Col. Wilson, International Com- 
missioner of Boy Scouts. When the plane started these two comprised half of 
the passengers. After a short 40-minute flight we began to descend and when 
we came in on the strip there was a guard of honour of Boy Scouts and Girl 
Guides drawn up to receive Col. Wilson, for him it proved to be, As he was 
being met, Miss Ballard in the uniform of the Girl Scouts came over to direct 
me to her jeep and then go back to take her place in the guard of honour. The 
inspection finished we rushed in the jeep along a country road. . Suddenly we 
turned off into a jungle of bamboos in the midst of which we found a collection 
of thatched and wooden buildings. We jumped from the jeep, dashed along 
the path and came to the recreation ground just a few moments before 
Col. Wilson arrived, Here drawn up in an open square were the Scouts and 
Cubs, the Guides and Bluebirds. After Col. Wilson had spoken to each one 
personally the troops broke up and repaired to the open shed nearby where 
followed an exhibition of knot tying, songs and cheers. The most interesting 
exhibit was in the ground before the hut where the Guides put on the Bamboo 
Dance of the Karens. Three-inch bamboos had been pare to form a square. 
On each of the four sides of this sat three or four girls each with the end of 
two bamboos in her two hands. As the music began each of the girls in time 
with -her opposite number alternatively moved the bamboos close together and 
then apart. The result was a constantly shifting checkerboard. Then others of 
the girls jumped into this checkerboard jumping from one foot to the other 
endeavouring always to place a foot in an open square. From time to time a 
girl would misjudge, get a sharp rap on her ankles from the closing bamboos 
and leave the circle to be replaced by a newcomer. We then made a rapid trip 
around the village and I learned from the answers to the Colonel’s questions 
that there was a group of approximately 2,500 Christian refugees living here 
with 500 students in the wooden frame and matting roofed school buildings. 

Afterwards in company with Miss Ballard visited at more length the 36-bed 
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hospital set up here, Most of the buildings are raised from the ground on 
stilts. Two of them are of wood, the remaining of matting on wooden frames. 
Met the retired Government doctor who administers the place and the graduate 
nurse who, with Miss Ballard, conducts the nurses training. Here, because of 
educational qualifications and the size of the hospital the girls take a two-year 
training as Assistant Nurses. After training these girls are sent to one of the 
several branch hospitals or dispensaries that the Church maintains. Girls with 
higher qualifications are sent to Moulmein or to government hospitals for train- 
ing. Previously this was an entirely indigenous effort but at the moment the 
American Baptist Mission has loaned the services of Miss Ballard. 

That afternoon we went to one of the matting homes. Here a young girl 
was celebrating her birthday and the guests came to hold:a prayer meeting and 
partake of a Karen dish of hot vermicelli stewed with gravy. On our way back 
to the bungalow we detoured to visit the simple wooden church and the grave 
of a former pastor who had done valiant service for the Karen Christians in the 
unsettled times following the occupation. I said the bungalow, but it was just 
another wooden frame on stilts with roof and sides of matting where I spent 
the night in great comfort. Off the next morning with Col, Wilson again in a 
packed plane to Rangoon for a frantic three hours of getting permits and 
bookings for the return to India on Monday. 

Saharsa. Nov. 25-Dec. 2. Off for Bhagalpur from Sealdah. Woke up the 
next morning to find us two hours late owing to the indiscriminate chain pulling. 
Arrived at 9, too late for the morning ferry across the Ganges and to find the 
noon ferry removed. Tongaed to the Bishop’s Lodge and was given a cordial 
welcome, Saw the dispensary on the compound supervised by Mrs Lenman 
and spent rest of day in writing. Off at 7:45 to the ramshackle O & T station 
to crowd into dimly lit and packed inter compartment. Dozed through the 
hour and a half slow passage to ghat. Two-hour crossing in a small steamer in 
cold moonlight. At midnight bundled up in sweater, raincoat and windbreaker 
partook of half of the lunch kindly supplied by the Bishop’s wife. In the 
scramble at 1 o’clock managed to land an upper in second and to sleep. Awake 
at 7 at Mansi Junction. Consumed remainder of lunch and off again at 9 
arriving in Saharsa at noon. Met at the station by Rev. C. E. Engle of the 
Brethren in Christ Mission and to see the Mission Dispensary at Saharsa. 

After lunch repacked and in jeep along a fair road toward Barjora one of 
their out stations. First 16 miles fair road broken thrice by ferries over the 
branches of the Kosi River. After tea at Madhipur along poorer road until 
about sundown turned off into flat grassy field. Have often read of the 
traveller lost on a trackless desert. This was just the opposite for this field was 
crossed by numerous wagon tracks. We chose one, then shifted to another 
and then another as the sun set and darkness came on. As we swung’ 
around the corner of a field of standing grain saw a huge, gray shape lumber 
off into the grain and learned that I had seen my first wild pig. The path of 
the headlights sorted out some of the conflicting paths but that did not a 
Sometimes we turned around and retraced our steps to choose another path. 
Sometimes the driver left the track, drove across the field and picked up 
another, Sometimes we splashed through a shallow slough. Finally gave up 
all hope of reaching our destination when we ran through a village and soon 
arrived unannounced at the missionary bungalow. Almost before we could get 
cleaned up an abundant repast for al four of us plus the family was on the 
table. Members of the family shifted to accommodate the unexpected guests 
and we were soon sleeping comfortably. In the morning went with Miss Hare 
to see her tiny dispensary, with the pastor meeting and talking with the out- 
patients in the waiting shed. Visited then the new aluminium prefab just 
set up, furnishing two small wards and a shallow veranda, The total cost, 
set up, is less than Rs 2,000, Watching Miss Hare at work and looking over 
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the experimental farm destined to supply the food for the school boys who 
work it. An early lunch and then in the jeep retracing our steps to Madhipura. 
It was the same process of shifting from cart track to cart track occasionally 
pausing to ask directions. Soon we were back on the pock-marked main road 
proceeding from Madhipura to Murliganj. Then to our surprise Mr Engle 
placed us all on the train for Banmankhi to follow us in the jeep, We got into 
Banmankhi just before six and made our way on foot from the station as we 
saw the lights of the jeep approaching by another road. 

At Banmankhi we were welcomed by Mrs Buckwalter and her sister and 
brother-in-law who had come from Madhipur. There was a hasty reshuffling 
of accommodation to meet the unexpected guests and after a generous dinner 
we went over to Sister Arnold’s. She was cosily housed in another double 
aluminium prefab. She had spent one hot season in it and pronounced it com- 
fortable. With her we went to see the .new dispensary, also prefab, Followed 
another comfortable night under many blankets. In the morning we retraced 
our steps to Saharsa arriving in time for lunch. 

That afternoon the work at Saharsa was seen in more detail and we made 
a trip to the expanding Government hospital and met Dr Pandya. The following 
morning off on the return journey this time via Mokameh Ghat as this seemed 
to offer better connections. At Mansi made some inroads on the abundant 
lunch provided by Mrs Engle and then pushed my luggage into the doorway of 
an Inter compartment and sat upon it with legs protruding through the door 
until at a later station seats were available. Shifted to a third train at Barauni 
and embarked. after more of the lunch for supper on the ferry which took less 
than an hour to cross the Ganges. On to the Express and the next morning in 
Calcutta. Spent the day with Dr Devanandan at the Y.M.C.A. and after a 
delicious meal with him in a Chinese restaurant to the booking office and thence 
to the airport. Dozed comfortably on the night plane until my ears informed 
me we were coming down, Glorious view ot the well lighted Nagpur Airport 
in the full moon light. 

Nagpur. Dec. 3-4. Trying to make some inroads on the accumulated 
correspondence and on the 4th entertaining to lunch Dr Daniel Ingalls of 
Harvard, Oriental and Sanskrit Scholar. On the 4th evening to the station and 
aboard the Grand Trunk. Six-thirty passed and began to hear gossip, confirmed 
at the stationmaster’s office that there had been a derailment and the Express 
would not leave until 1 a.m. Partook of part of lunch and went to bed. 
Roused as the train left at 1:15. Woke at 6:30 to find we had covered go miles 
in five hours. Moved slowly over the scene of the derailment past 100 yards 
strewn with cracked fishplates and bent ties and got into Warora 12 hours late. 
Blessed the abundant lunch provided for me which supplied breakfast as well as 
supper. Made up an hour before reaching Bezwada at dusk. Arrived in Madras 
11 hours late at 6 the next morning. 

Arogyavaram, Dec. 5-9. Changed plans and instead of going on to Vellore 
took Bombay Mail to Renigunta and slow train to Pakala junction lunching on 
plantains and biscuit. Waited two hours and then on the bus to Arogyavaram. 
Noted with interest the many roadstones recording famine relief projects. Arrived 
after dark at the sanatorium and welcomed to the Joint Conference of the Tamil 
and Telugu branches convened that morning. Supper and then “The Tale of 
Two Cities’, Brief evening devotions by Dr Gurubatham and so to béd. 

The next morning in a rapid look around the laboratory with Mr Barton 
seeing the incubators fairly bursting with culture tubes for testing resistance of 
bacilli to antibiotics. Then with the rest in cars for a most informative morning 
with the 15-Year Program. Visited first the office in Madanapalle where we 
were introduced to the general scheme and the one of records. Then to 
a village where mass radiography was in progress. en bumping over roads, 
some of them constructed by the program and villagers, to a village where two 
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doctors and assistants were reading skin tests and giving BCG inoculations. 
Back to the town for a visit to the Amrit Kaur T.B. Hospital and then home 
for lunch. 

The afternoon was packed with interesting papers: Dr Somervell’s on 
Acute Abdomens; Dr Jacob Chandy on Neurosurgery; and Bronchiectasis by 
Dr T. Thomas and a trilogy on Isonicotinyl! Hydrazide by Drs Jesudian, and 
Phillip Mathew and Mr Barton, Then before breaking up Dr Vedabodagam 
conducted the closing devotions with a thoughtful meditation on the 23rd Psalm. 
Decided on another night in bed and stayed on. Late that afternoon it had 
commenced to rain and drizzled at intervals throughout the night. Started out 
the next morning with Miss Noordyk and others to Ranipet in a station wagon 
with hired driver. Rain descended fairly steadily and the road was wet. 
However, traffic was light and we made the 80 miles in 2 hours and 20 minutes. 
Lunched with Dr and Mrs Galen Scudder and was driven by him through a 
miniature cloudburst to the flooded Walajah Road Station and entrained for 
Vellore, Proceeding to the college had tea with the Gasses and conferred with 
him and Dr Lazarus. Attended a fine Christmas chapel service with message 
by Dr McNicol of Madras Christian College and an interesting Mexican Christ- 
mas Carol by the choir. Dined at the principal’s bungalow meeting old friend, 
Mrs Maud McClelland. To station to entrain at midnight for Madras and then 
by Grand Trunk the following morning to Nagpur, travelling with Dr M. H. 
Harrison and Dr Arangaden of Bangalore and Rev. Wilfred Scopes of Dornakal. 

Nagpur. Dec. 9-31. On the roth, Council Lodge to present to the Com- 
mittee on Theological Education the findings of our Joint Conference on Hospital 
Evangelism with hopeful results. On the 15th to tea with H.E. Dr Pattabhi 
Sitaramayya, Governor of Madhya Pradesh. On the 16th with other N.C.C. 
Secretaries in Conference with Dr Norman Goodall of the International Mission- 
ary Council and to a tea for him.» On the 20th to the Commemoration of 
St Thomas at the Nagpur Church of his name. Now the Christmas season was 
on with two notable incidents: the first the United Carol Service at the 
Cathedral on the 21st, the other the presentation of Stephen Vincent Benet’s 
‘A Child is Born’ directed by Dr Harold Ehrensperger. So ended the Old Year 
with 25,000 miles logged. 


NEWS NOTES 
Arsivale in Indic 


Dr E. S. Chellappa returning in April to the W.F.P.M. Hospital, Madhurai. 
Dr Chellappa has received his F.R.C.S. from Edinburgh. 

Dr Jesser Stewart Davies returned from furlough to St Monica’s House, 
Kanakari, Ettumanoor P.O., Travancore. 

Dr (Mrs) W. T. Morgan returning from furlough to New Delhi. 

Dr Aileen Vining returning from furlough in Canada to the Christian 
Medical Centre, Pithapuram. : 


Departures from India 

Dr Margaret Fox of the Kinnaird Hospital, Lucknow to England on 
furlough. 

Dr Jeya Luke of the Clason Memorial Hospital, Sironcha, M.P. has gone 
to the United States for study. For the first few months she will be at the 
Medical College Hospital for Women, Philadelphia. 

Dr and Mrs Newton R. Eaton of Hannumakonda for furlough in Scotland. 

Dr Harry W. Williams, formerly of the Macrobert Hospital at Dhariwal 
and recently of the Catherine Booth Hospital, Nagercoil to England. 
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Dr D. J. Gilbert of the Mission Hospital, Sankeshwar on furlough to 
England. 


Dr Stuart Bergsma of the Christian Medical College, Ludhiana on furlough. 


Transfers and Postings 


Dr S. B, Augustus of Madras returning to the C.S.I. Hospital at Nagari, 
Chittoor Dist. 

Dr Jay N. Bhore of the Lady Irwin Sanatorium, Jubar, is now in Amritsar 
studying for his T.D.D. 

Dr E. G. Daniel of the Hospital at Medak is now in the Christian Medical 
- College, Vellore studying for his S.M.B. 

Dr Marjory Foyle from the Duchess of Teck Hospital, Patna, to the Kin- 
naird Hospital in Lucknow. 

Dr Ben J]. Ross from the Danish Mission Hospital, Tirukoilur to the 
hospital of the same mission at Vriddachalam., 

Dr Percy A. Paul, Medical Officer of the Hospital and Homes for Lepers, 
Ambala has been appointed Medical Superintendent of the Philadelphia Hospital 
of the Punjab Mission of the Presbyterian Church, 

Dr Aley Oommen formerly of the Ackerman Hoyt ee Jhansi is now 
Medical Officer of the Church of Christ Mission Hospital, Thalavady, Travancore. 

Dr Prabhavathy Aiman from the Basel Evangelical Hospital in Gadag- 
Betgeri to the hospital of the same mission in Udipi. 

Dr (Mrs) B. E. Nilkanth from Betul to Chindwan. 

Dr Abraham Paul from Dalmia Cement Ltd., Dalmiapuram to Palakarai, 
Trichy. 

Dr (Mrs) E. Pakkiam Retnandan from 61 Railway Bungalow, Ammaradha- 
pura, Ceylon to the Mission Hospital, Putthur, Ceylon. 


Honours 


To Dr T. Howard Somervell, Professor of Surgery at the Christian Medical 
College, Vellore and former Medical Superintendent, South Travancore Medical 
Mission, Neyyoor, Artist, Author, Musician, and Mountaineer, the Order of the 
British Empire in the New Year’s Honours. 

Dr Ida S, Scudder, Principal Emeritus of Christian Medical College, Vellore 
has been awarded the Elizabeth Blackwell citation. This citation is awarded by 
the New York Infirmary for outstanding work by women in the medical pro- 
fession. 


Death 


Suddenly on February 1st at Narsapur, Dr Charlotte E. Pring of the Home 


and Hospitals for Lepers in her 77th year, after 44 years of devoted service 
in India. 


Gleanings 


From Dr Mary B. Allison, Christian Hospital, Kuwait, Persian Gulf: 

‘“The poor have you with you always.” How true in this fantastically 
wealthy city of the modern Arabian Nights! The income from oil runs over 
$18,000,000 per month and yet a large part of its people do not get enough to 
eat and are hard put to it to pay the ever increasing rent for wretched rooms. 
The population has doubled since the war and the prospects for its doublin; 
again soon are quite likely. . . . Salaries of the staff have to be increased 
the time as the cost of living soars. . . . Rents have doubled and trebled during 
the year... . There are now two other hospitals and a T.B. Sanatorium of 
which one belongs to the Oil Company and the others are run by the State and 
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staffed by British, Syrian and Indian doctors and nurses . . . they offer entirely 
free medical treatment (but) we have been as busy as ever with those who 
prefer to come (to us) even though they must pay for their drugs if they can.’ 
The surgeon at the Oil Company has assisted Dr Allison with some of her 
cases for major surgery operated in his theatre. 515 in-patients were treated 
in this 10-bed hospital and an average of 124 out-patients per day by Dr Allison. 
There were 105 deliveries. ‘The delivery room was sectioned off to make it 
smaller for airconditioning. Imagine our disappointment when we found the 
two imported machines were wired wrong. . . . The roof (of the hospital) leaks 
rain in winter and tar in summer and is too thin for protection from a summer 
sun of over 150 . . . but some building improvements were accomplished.’ 


The following report has been received from the Christian Medical College, 
Ludhiana: 


‘The outstanding item of news, perhaps, is Dr Eileen Snow’s recent tour 
of Canada and America, although not a great deal of detail is yet available. 
She left England for Canada at the end of September and spent approximately 
6 weeks in Canada, travelling from Toronto right across to the Pacific Coast. 
Leaving Canada she arrived in New York on the 7th November and there 
followed a further strenuous six weeks before leaving for home, where she 
arrived in time for Christmas, The main object of the tour has been to meet 
the various Mission Boards, Foundations, and Medical Profession generally, and 
contact has been made with several possible future members of the staff here. 
Several further offers of service have been received and we are expecting to 
welcome additional staff out on the field in the fairly near future. In addition 
we are now following up the possibility of a Head for our Physiology Depart- 
ment, and believe also we shall be able to make arrangements for the adequate 
staffing of the Pharmacology Department by the time that department is needed. 

Dr Tucker, A:B., M.D.,D.A.B.R., who arrived recently from America, is 
now busily engaged in our X-ray department trying to re-organize the whole 
department. 

Buildings in the college are now nearing completion and were generally 
_— by the recent inspecting body. Plans for additional staff bungalows 


or married staff) are practically complete, and we have to Have these built by 
the summer.’ 


The Director of the Christian Medical College, Vellore reports: 


1. We have been permitted to register 3 candidates every year for the 
M.D. (General Medicine) and M.S. (General Surgery) respectively since 1950. 

2.. Recognized for research in .Anatomy for the M.Sc. of th: Madras 
University—1951. 

3. Recognized for research in Physiology for the M.Sc, of the Madras 
University—1952. 

4. Recognized for part training for the Diploma in Obstetrics and Gynae- 
cology, i.e. the first six months—1952. 

5. The Central Government have upgraded the department of Thoracic 
Surgery for post-graduate training since 1951. Two candidates are admitted 
every year. 

6. Advances have also been made in Neurosurgery. The Neuro-surgical 
block is well under construction, and an Electro-encephalograph has been installed. 

7. Research: 


(a) An animal house has been constructed and animal experimental work 
has been organized in connection with the departments of Patho- 
logy and Anatomy. 


(6) Research is being done in diseases of the liver, leprosy and haema- 
tology.’ 
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NOTICES 


WELL, WELL, AND SAFE AT THAT! 


Copies of the New Jet Series, ‘The Safe Village Well’ are now on sale and 
may be obtained at Rs 1-8 per copy from the North India Christian Tract and 
Book Society, Vepery, Madras; or from your Christian Bookshop. Leaflets 
illustrating in detail the construction of the well are available at Annas two 


per copy. 


BREAKING THROUGH THE SONIC BORDER 


Jet planes have already done it. The Jet Series are approaching it. Sales 
. this year were: 


In flashcards In film strips 


538 Malaria 121 
311 Itch 121 
733 T.B. 126 
310 Hookworm 109 
121 Roundworm 111 
300 Fly Control ove 111 
320 eee Cholera eee 118 
176 ose Leprosy eee 106 
438 a Sore Eyes ove 114 
150 tes Compost and Latrines 81 
Published in1953 Village Well vile 133 


3397 
Homespun Cutouts 598 


The N.C.C. Film Depot at Allahabad report that in addition to India, 
Jet cards or film-strips were distributed to the Methodist Mission, Korea; C.M.S., 
London; Edinburgh House, London; UNESCO in France, Iraq and Thailand. 


NEW PRINTINGS 


Demand has necessitated a new and revised edition of Malaria, Fly Control, 
and Hookworm. These are now on the market as flashcards. 

Copies of the original booklet series on Malaria are now reduced in price 
to Annas eight per copy. 3 


H.S.A. DEPOSIT RECEIPTS 


Mr H. G. Ruch, Inter Mission Business Office, Box 92, Bombay reports 
that all the deposit receipts have been sent out to subscribers to the Capital Fund 
of the Hospital Supply Agency but not all subscribers have returned the original 
time-barred notes which these receipts replace. Will those who have not yet 

sent in their original notes please do so at once to Mr Ruch. 


APOLOGY 


The Secretary of the C.M.A. wishes to express his sincere regret that 
circumstances arose which made it impossible to distribute the order of service 


for Hospital Sunday in Telugu to the Telugu-speaking churches. 
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POSTS VACANT 


Wanted immediately two fully trained (Tamil and English) Christian 
nurses for mission hospital. Free quarters. Salary according to qualifications 


and experience. Appy stating age and experience to Medical Superintendent, 
Kotagiri Medical Fellowship, Kotagiri, Nilgiris: 


POSTS WANTED 


Three young evangelistic-minded Christian doctors wish to work up any 
mission hospital or 7 belonging to whatever mission anywhere in India, 
which at present is closed up due to lack of qualified hands. Please contact 
Dr B. George, c/o Handley, Pynumutil, Tiruvella, T.-C. 


Edited and Published by Dr H. H. Gass, Christian Medical College, Vellore 
Printed in India by Hugh Warren at The Wesley Press and Publishing House, Mysore 


NURSING NEWS 


NURSES’ AUXILIARY OF THE CHRISTIAN MEDICAL ASSOCIATION 
OF INDIA, PAKISTAN, BURMA AND CEYLON 


No. 127 March 1953 No. 127 


AIM 


The Extension of the Kingdom of Christ through 
the Ministry of Health and Healing 


OBJECTS 


1, By mutual co-operation and encouragement and by the cultivation of a 
fraternal (brotherly) spirit among all Christian nurses. 

P 2. ~%4 efforts to secure the highest efficiency in Christian nursing education 
and work. 

3. By the spread of information concerning the need of nursing work and its 
place as an integral part of the Christian message. 

4. To supply a means of effectual co-operation with the Christian Medical 
Association in considering matters of interest common to the Christian Medical and 
Nursing 

5. To consider the special work and problems of Christian nurses. 


PRAYERS 
_ Letus Pray that God may help us to use the Nurses’ Auxiliary to extend the 
Kingdom of Christ. 
Let us Pray that we and the Doctor (name) and Nurses (names) with whom we 
work shall here today hallow God’s Name, seek His Kingdom, do His Will. 
Let us Pray for our Officers that they and we together may do God’s Will. 


OFFICERS 
Miss F; E. Grucny, Hat Piplia, via Indore, M.B; 

Mid-India, Mr JOHN HarrisON, Mission Hospital, Ratlam, M.By 
North-India, Miss I, C. Ross, Newton Hospital, Ferozepur Cantts 
Bengal Area, Mtss M, Hatt, Duchess of Teck Hospital, Patnas 
Bombay, Miss Racuet THomas, S.S.G, Hospital, Baroda, 


South India. 
Treasurer .. Mrs Evuet A. Wars, Farley, Ootacamund, 
News Editor .. ee Mrs A, WATr?s, 
Coeopted from C.M.A. DrH, M, Lazarus, C.M.C. Hospital, Vellore. 


Pa DRE, W. Wizver, Nelson Square, Nagpur 1, M,P, 
Mauss I, Dirasyt, 28 Alipore Road, Delhi, 84 
Secretaries— 


Assam oe oe Miss Marvin, Mission Hospital, Gawhati. 
Biharand Orissa .. +» Miss M, Hatt, Duchess of Teck Hospital, Patna, 
Bombay ee +» Mrs Duncan Fraser, 1 B Stavely Road, Poona, 


Madhya Bharat and 
Madhya Pradesh +e Mrs P, Curistian, A.E.M. Hospital, Tilda, M.P; 
Hyderabad oe +» Muss KaMata Paut, Mission Hospital, Medak, 
Madras—Andhra .. +» Miss Dororuy AsPLuND, C.B.M. Hospital, Nellore, 
Madras—Tamil .. MR James ARULASANAM, W.P. Memorial Hospital, Mathural 
N, W, India Miss E, L. Bares, Medical College Hospital, Ludhiana, 
W, Punjab .. Dororuy Dacenaar?, N.F. Hospital, Montgomery, 


Travancore +» Muss M., Jaxrns, L.M.S. Hospital, Neyyoor. 
Uttar Pradesh Miss D. ATKINS, B.C.M.S. Hospital, Kachhwa, 
South India Nurses’? Examine 


ing Board eo Muss T. Nevoogrerer, Kugler Hospital, Guntur; 
Mid-India Board of Examiners Mtss L. Scorr, U.C.C. Mission, Indore, 
Language Editors— 


Telugu oe oe Ma CH, MATPHEWs, Clough Memorial Hospital, Ongoles 
Tamil ee oe MRP, GNANAKANMALAI, W.F.P.M. Hospital, Mathurais 
i Mr Joun Harrison, Mission Hospital, Ratlam, M.B; 


i 

} 
| 
‘ 

4 

Se 

‘ 

} 

: 

\ 
| 
4 
« 
; 
{ 
= 
i 
i 
i 
hy 


NEW MEMBERS LIST 


NAME No. ADDRESS 
Miss S. Mathews ... 408 U.M.T. Arogyavaram. 


Miss M. Schuppe ... 404 Bahrein, Persian Gulf. 
Miss C. Dalenberg ... 403 ous .«. Bahrein, Persian Gulf. 
Miss A. De Young ... 395 cee ..» Bahrein, Persian Gulf. 
Miss J. Veldman ... 393 Amarah, Iraq. 


Miss C. Voss Amarah, Iraq. 
Miss M. Walvoord ... 390 ios ... Bahrein, Persian Gulf. 
EDITORIAL 


Can you help to make the Nursinc News more interesting by supplying 
the following: 


(a) Short descriptions of, or notes on, interesting cases or procedures? 


(4) Reports of official or social functions in which Nursing members 
of hospitals and dispensaries take some part? 


‘ (c) ‘Write up’ of lectures, or of particular illustrations which have 
made clear some point of Nursing technique and which would 
be interesting if passed on to others? 


(d) Cuttings, or extracts from books or magazines which are of 
general interest or helpfulness to nurses? (In this case the 
source must also be given.) 


All articles sent for printing in the News must be in grammatical 


English and typewritten on one side of the paper only. Otherwise it will 
be disqualified. 


The secretary will be on tour the latter half of February in the Tamil 
area, and through the month of March in Assam. 


We welcome so many new members from Arabia. We shall soon need 
to investigate the need to add the name of Arabia to our Associations title. 
We shall indeed appreciate from these more distant friends and members 
some accounts of their work, which we can publish in the Nursinc News. 
Why not send something for the next issue, pictures too if you have them? 


Will members take notice that the V.P.P. system of collecting fees 
has now been abolished; send your subscription by money order or if by 
cheque be sure and add 8 annas for bank commission. 
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ANXIETY—A FACTOR IN THE NURSING CARE 


By Dororny E. Greece, R.N. 
By Courtesy of the American Journal of Nursing 


Anxiety is a basic problem in nursing care. The experience of illness 
involves many anxiety-creating situations. The more prolonged and serious 
the illness, the greater are the opportunities for anxiety to threaten the 
patient, but minor and short-term illness experiences may also produce 
anxiety. 

Rollo May in discussing anxiety says that it is a ‘diffuse apprehension’. 
He believes that the ‘central difference between fear and anxiety is that 
fear is a reaction to a specific danger while anxiety is unspecific, “vague,” 
“objectless”.” ‘The special characteristics of anxiety,’ he says, ‘are the feel- 
ings of uncertainty and helplessness in the face of danger.’ For example, 
if we are crossing the street and are suddenly confronted with a speeding 
car, we experience fear—a reaction to a specific, known danger. But the. 
‘feathery feeling’ that a young man gets when he receives his first draft 
call is a reaction to the uncertainties that face him on induction into the 
army. He is experiencing anxiety. 

It may be well to differentiate here between ‘normal and neurotic 
anxiety. May characterizes normal anxiety as that which is not out of 
proportion to the actual threat. ‘It does not have to be managed by forcing 
it out of awareness (repression or dissociation) or by using neurotic defences. 
It is confronted constructively on the level of conscious awareness, or it can 
be relieved if the objective situation is altered.’ 

For example, a student anticipating an examination experiences anxiety 
as he faces the unknown quality of the questions and the possibility of 
failure. The situation is altered when he actually takes the examination 
and solves the problems, and his anxiety is resolved. 

In neurotic anxiety, the reaction to the threat is out of proportion to 
the actual danger, awareness becomes constricted, it is managed by various. 
forms of avoidance, and symptoms may occur. 

For example, the student anticipating an examination may be over- 
whelmed with anxiety, and the possibility of failure becomes a ‘certainty 
of failure’. He may even develop a gastrointestinal disturbance which 
makes it impossible for him to take the examination. 

The nurse meets both anxiety and fear in her patient; however, the 
observable behaviour which indicates whether the patient is suffering fronr 
fear or whether he is suffering from anxiety are not always differentiated. 
It is only through talking with the patient to hear him express his subjective 
feelings about the situation that she is able to distinguish fear from anxiety, 
and normal from neurotic anxiety. Whatever the type of anxiety or fear, 
the nurse’s goal remains the same—to find means of helping the patient 
work through his experience with it in a constructive way. 


Clinical Manifestations of Anxiety 

The nurse should learn to recognize behaviour that betrays a patient’s: 
underlying anxiety. She should be aware of the concomitant physiological 
reactions to anxiety—the physiological preparation of the body for flight: 
or fight. The perspiring hands, dilated pupils, changes in pulse and respira- 
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tion, restlessness, and other indications of the physiological processes may 
‘be the first observable signs, and the nurse is usually well versed in recog- 
nizing these. They are the same for fear and anxiety. She is also readily 
aware of the direct expressions of fear and anxiety in the behaviour of the 
patient who is able to talk about it or unwittingly demonstrates it in his 
behaviour. 

For example, the patient who is going to have surgery may toss about 
restlessly, suffer from insomnia, anorexia, frequent urination, and show 
other signs of tension. The nurse need not be a trained observer to recog- 
nize that such a patient is anxious. However, until she obtains more 
subjective information from the patient, she does not know whether she is 
dealing solely with realistic apprehension about the operation or with other 
anxieties that the patient may associate with the situation. 

Besides these more obvious signs, the nurse should also be skilled in 
recognizing camouflaged manifestations of anxiety, none of which the 
patient can express easily. Since most patients are quite successful in dis- 
guising their anxieties, the nurse must be aware of the various patterns 
that such a disguise may take. For example, the patient may experience 
anxiety, but conceal it from the nurse and others in these situations. , 


1. If health is a very important factor in his concept of himself, and 
illness is an indication of weakness, even minor surgery or illness may 
mean mutilation, failure and shame to him. 


2. If illness is a new experience to him, he may feel insecure because 
he does not know what is expected of him. He becomes anxious when 
he feels that others may regard his actions as inappropriate. 


3. When he does not know what to expect from others, or if the 
behaviour of the nurse does not meet his expectations and preconceptions, 
anxiety may be produced. For example, a patient might have the precon- 
ception that a nurse will be with him all the time when he is ill and he is 
alarmed to find that he shares the nurse with several other patients. 


Normal anxiety, with its feelings of helplessness, vulnerability, and 
anger is common to all patients as they experience new threats to their 
existence as persons. A patient’s reactions to anxiety may take several 
courses: he may seek help, or he may run away from it. 

First, the patient may tolerate the anxiety of each new experience and 
reach a comfortable solution without help. This, of course, may occur 
without others being aware of his anxious periods. It has happened when 
a patient tells a nurse about his frightening misconceptions of a particular 
treatment after he has experienced the treatment, and after he has worked 
through his experience without help. 

Second, a patient may seek help by directly asking the nurse or others 
for assistance with his problem, or he may talk things out with the nurse 
without being aware that he is seeking help. Or he may not be consciously 
aware of his problem nor of his unconscious need to get help; for instance 
he may continually demand special attentions from the nurse and find 
devious ways to keep her occupied in doing things for him. Continual 
questioning, especially asking the same questions of many different people, 
demonstrates anxiety and an attempt to gain security through validating 
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feelings. Petty complaining, and preoccupation with body functions indi- 
cate anxiety and an unconscious searching for help. 

Or, following the third course, ‘the patient may run away from anxiety 
without being aware that he is doing so. For example, he may be inaiffer- 
ent to his illness and the problems that arise during its course, or he may 
make a big joke or game of his illness. Another patient may refuse to 
talk about his illness or plans for treatment. The apparently brave, stoical 
patient may also be very anxious and unable to cope with his feelings. 
The very garrulous patient may be using this overtalkativeness in order to 
avoid facing the anxiety-provoking situation. 

The nurse also needs to recognize stuttering, slips of the tongue and 
blocking in the flow of speech as indications of tension. Other signs of 
underlying anxiety are depression, fatigue, and irritability. 

Anxiety-creating experiences that remain unresolved over periods of 
time may contribute to pathological changes. Psychosomatic symptoms may 
appear if stress is continued, and manifestations of neuroses may develop. 


The Function of Anxiety 


Normal anxiety arises from a realistic appraisal of danger. It indicates 
a need for creating a change. The energy force of anxiety can be utilized 
in a creating or learning experience, and in normal amounts it acts as an 
incentive to learning. Normal anxiety is handled constructively when one 
recognizes it and confronts the situation directly. May describes the con- 
structive handling: of anxiety as ‘moving through anxiety-creating exper- 
iences rather than moving around them or retrenching in the face of them’. 
A person is ready to meet unavoidable anxiety constructively when he 
recognizes that there is greater gain in moving ahead than in escape from 
the anxiety-provoking situation. 

It is through the constructive handling of anxiety that the person 
develops greater awareness of self and learns to use his creative abilities— 
both evidences of growth. If anxiety is not constructively handled, aware- 
ness of self is constricted, and creativeness is limited. It becomes a destruct- 
ive force—the personality becomes progressively limited as it develops 
avoidance techniques, neurotic anxiety accumulates and spreads, and symp- 
toms may occur. Ferreting out the underlying problems ard their solutions 
in neurotic anxiety is the job of the trained psychotherapist. Techniques 
of assisting the patient with either normal or neurotic anxiety to construct- 
ively utilize anxiety-creating experiences is certainly within the province of 
a professional nurse, however, and is essential to good nursing care. 


The Nurse’s Role- 


The role of the nurse in helping a patient handle his anxiety construct- 
ively is without set rules and standard methods. Sullivan maintains that 
anxiety is created in the interpersonal relationship, and with favorable 
relationship with others, one learns to handle anxiety profitably. If this is 
true, the person-to-person relationship of the patient with the nurse becomes 
the most important factor in the anxious patient’s nursing care. This 
relationship begins with the nurse’s first contact with the patient. and the 
skilled nurse may find many opportunities to make learning experiences 
out of the difficult situations that the patient meets throughout his illness. 
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A favorable relationship is one in which the patient can be free to work 
‘out his problems, beginning at his own level, proceeding at his own pace, 
and receiving skilful assistance only when he requires it. The nurse who 
takes part in such a relationship needs to be able to infer from her observa- 
tions what the problem is and how the patient is looking at it. She then 
explores with him the factors involved so that both the patient and the 
nurse may increase their own awareness of the problem. She helps the 
patient talk about each area as he is ready, and does not force him ahead 
by probing into areas that he is not ready to explore. For example, in 
dealing with the anxieties of an immediate injury such as a fractured leg, 
the nurse helps the patient talk about and validate his feelings about the 
immediate situation. But she does not force him beyond his pace by 
volunteering the information that he will have to be in a cast for some 
time and asking him what he plans to do about his job. A satisfactory 
interpersonal relationship prevents the patient from being hampered by a 
judgmental, impatient, interfering environment. 

The nurse who takes part in this type of professional relationship 
needs to have or develop certain attributes and skills: 


1. She needs to develop skill in carrying out the nursing procedures 
so that she is free to use her intellectual energies in her interpersonal 
relationship with the patient. 


2. She should be relatively free from neurotic anxiety so that her 
awareness is not constricted to a limited view of the patient’s problems. 
A nurse struggling with her own anxieties may be too threatened by an 
anxious patient to be of any therapeutic value, or she may be able to detect 
his problems only as they relate to her own. A nurse who neurotically 
fulfils her need to be helpful by keeping others dependent on her will fail 


to recognize when a patient is ready to help himself, and will refuse him 
this opportunity. 


3. She needs to learn observation skills and accurate methods of 
recording. Through these skills, she not only makes a valuable contribution 
to the professional team but she also provides tools which she can use in 
_ evaluating the progress she makes in her relationship with her patient. 


4. She needs skill in combining participation with observation. This 
includes observation of her own behaviour and the patient’s response to it, 


and implies continual study of the interaction between the nurse and the 
patient. 


5. She should learn to observe behaviour without seeing it as ‘good’ 


or ‘bad’ and ‘right’ or ‘wrong’. In learning to accept and understand 
. behaviour, she finds that all behaviour has meaning. 


6. She needs to develop the maturity necessary to accept the demand 
made upon her own personal resources, such as: (a) Ability to accept the 
patient’s dependency without feeling threatened by it or demanding it as 
a means of feeling useful. She must recognize indication that he is ready 
to relinquish dependency for more mutuality in interpersonal relationships, 
and support this development. (5) Ability to give warmth and friendliness 
without demanding gratitude, and ability to accept hostility and rejection 
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without retaliation. (c) Ability to adjust to continual and sometimes un- 
expected change. (d) Ability to use empathy in gaining insight into the 
patient’s needs without over-identifying with his problems. 


7. The nurse needs to learn to be an accepting listener. This implies 
that she listens to the patient without being judgmental and ‘moralistic. 
about what he has to say. She creates opportunities for the patient to talk 
about his feelings, but without probing and curious questioning. She needs 
to have skill in reflecting an emotionalized statement for the patient to 
reconsider. She needs to know how to phrase an occasional question, to 
ask for clarification of an emotionalized viewpoint so that she can help the 
patient examine his feelings, thoughts, and actions and thus gain insight. 


For example, the following is an excerpt of a nurse’s conversation with 
a patient who is to have a hysterectomy: 


PatiENT: I’m so scared, I don’t think I can go through with this operation, Isn’t it 
silly to be so frightened? I know I have to have it, but how can I be a wife 
any more? How can my husband love me after this? 

Nurse: You wonder how your husband will feel about you after surgery? 

PATIENT: Yes, that’s it. I guess I’m really more afraid of losing him than I am of 
the operation. We have a happy marital relationship and that will be over now. 
I don’t want it to be, but I won’t be the same! 

Nurse: Do you mean you cannot be a sexual partner after your surgery? 

Patient: Yes. I guess it won’t be possible—you know, the doctor said my whole 
uterus must be removed. 

Nurse: But this will not necessarily change your sexual relationship. Perhaps we 
can talk about what happens to your body with this operation. 


In her first response, the nurse reflects the patient’s feelings to convey 
her acceptance of these feelings and to make an opening to examine them. 
In her second response, the nurse asks a question for clarification, and the 
patient then expresses her misconception about surgery, which gives the 
nurse an opportunity to examine this misconception with her and help her 
gain new information. 

The nurse should learn to create an accepting relationship that is 
apparent in her actions rather than depending, upon verbal reassurance. 
She should learn to use only factual reassurance, giving factual information 
when the patient requests it and exploring its iraplications with him for 
clarification. 

The degree of expertness in any of these skills, in even the most adept 
nurse, varies from time to time. With experience, she learns to accept her 
fluctuations without being discouraged, .and evaluates them to discover 
better approaches to the problems. This is one of the valuable opportunities 
for her own personal growth in nursing. 

There are a few general principles that she can use as guides. In the 
care of the anxious patient, it is useful: ‘ 

To relate new experiences to the old familiar ones. It is important to 
the anxious person to carry something familiar with him into new anxiety- 
creating situations. The nurse can help the patient do this by anticipating 
the experience, discussing it with him and giving him guidance. This is 
one reason why orientation is an important aspect of nursing care. Careful 
orientation for each experience allows the patient to know in advance what 


113 


* 
7 
4 = 
J 
3 i 
4 
| 
4 
ig 
‘ 
. 


he is to expect. The new experience is less threatening if he has some 
understanding of what will take place, who will be there, and what will 
be expected of him. This is true whether it is in preparation for an event 
that will require a major adjustment or a minor one. When anxiety- 
creating experiences are anticipated, the patient is more comfortable if the 
nurse who is with him is someone he knows. Modern obstetric nursing has 
made interesting use of this principle in having,expectant mothers visit the 
hospital before their admission so that they can see the rooms, the delivery 
room, and the nursery, and meet the nurses who will take part in their care. 

To provide the patient an opportunity to express his feelings and 
discover their. meaning and relation to his thoughts, his actions, and his 
problem. It is common practice to ‘quiet’ an anxious person, with the 
misconception that he will get more upset if he is allowed to talk about 
his anxiety. Such practice may imply to the patient that he has nothing 
to be anxious about and that his feelings are not valid. The opportunity 
to validate feelings by talking them over with an understanding person 
may help reduce anxiety. A patient with a colostomy may at first refuse 
to learn to care for it by himself. If he has an opportunity to talk over 
his feelings of hopelessness without feeling that he is being criticized for 
his behaviour, he can gradually examine his problem and the related 
feelings and actions more realistically, and accept help to work out the 
solution. 

To afford the patient the opportunity ta:set his own pace in working 
with his problems. Readiness for new experience, such as exploring a new 
area of a problem, is determined by the patient’s timing. The skilled nurse 
does not probe with questions to satisfy her own curiosity or offer advice 
about what the patient should do. Such ‘pushing’ activities may only 
increase his anxiety and force him to use avoidance measures. If a patient 
has just been told he has carcinoma, he cannot be expected to immediately 
make plans for treatment and rehabilitation. He first has to adjust to the 
immediate traumatic situation and the nurse helps him with this instead of 
urging him to decide on treatment at this time. This is true of less 
exaggerated situations in which the solution may appear readily accessible 
to the nurse, but not accessible to the patient who is struggling with his 
anxieties. The nurse needs to be aware of the indications in the patient’s 
behaviour, as well as in what he says, that show readiness for exploring 
new areas of a problem. 

To offer the patient the experience of unconditional acceptance by 
the nurse. If the interpersonal relationship is established in an accepting 
atmosphere, the patient may test out his solutions to his problems and 
talk about his feelings without danger of rejection or ridicule. The anxiety- 
ridden patient needs the support of a person who will try to understand 
his problem and who will not be critical or impatient or judgmental as he 
expresses his feelings and works out his solutions. If the anxious person 
has no opportunity to communicate with another person, his anxiety in- 
creases, and panic may result. The ‘reassuring presence’ of another person 
is seen for example, with children—the distraught child runs to his mother 
for relief from his apprehensions. 

There are many unexplored areas in the therapeutic use of nurse- 
patient interpersonal relationships. They offer a challenging field of study 
for the bedside nurse who is confronted daily with the problem of 
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improving her interpersonal skills in relationships with heg patients, as well 
as for the research worker who is interested in this type of clinical study. 
Two associated areas that need exploration are (1) methods of reducing 
traumatic experiences of patients, and (2) methods of improving working 
relationships within the professional team to facilitate good relationships 
between patients and nursing personnel. Anxteties created in the nurse’s 
professional working relationships may interfere with her relationships 
with patients and thus prevent her from helping them with their anxiety. 


PAUL’S PORTRAIT OF A LOVELESS LIFE (1 Cor. 13:1-3) 


From Love's Unfading Flower by THE Rev, JouN DEANE 
of New Zealand, Bible Training Institution. 


Stars shine best on a dark night. They lack lustre amidst the gay 
moonbeams. So against the black background of a loveless life, Paul’s 
picture of the love-filled life shines all the more brightly. 

Someone has said that ‘in life’s final valuation, all things must take 
rank according to the measure of love in them’. Love is the life of life. 
Take love out and what is left? What a blessing it is to know that some- 
body loves and cares. 

Can you picture a loveless wedded life? Could there be a greater 
human tragedy than that two lives, infinite personalities, with untold 
potentialities, with capacity to love and adore, to sacrifice and serve to 
shoulder the burdens and share, should be wedded and yet not love? It is 
love alone that makes possible that unfolding of life’s inmost and most 
pon treasures, the sharing and blending of beings made in the likeness 
of God. 

Does nothing compensate for its absence? Rather, how can anything 
compensate for its absence? Paul examines the position from*three spheres. 


Supernatural Manifestation 


If a man has heavenly eloquence, will it matter if love is not there 
(v. 1)? But what is the value of being able to make loveless noise? ‘Is it 
so much to be a fiddle?’ asks John Bunyan. And he might have added, 
‘if the fiddler be unskilled’. 

Wherein lies the power of talk? Surely it is not in the torrent of 
words. The current that carries the meaning is in the person who speaks 
them, and in his selfless interest in the welfare of another. Jesus Christ is 
loved and trusted because He gave Himself-for the life of the world. Any 
man can win a hearing who will go and die for people. They called John 
of Constantinople ‘Chrysostom,’ the ‘Golden-mouthed,’ but it was because 
he had a golden heart. Love keeps-the tongue harnessed for the good of 
others, otherwise it becomes a flame of fire scorching men to death. 

Does love rule all your speech, and mine? All of it? Do gracious 
words fall from our lips? Some people are just a big noise. 

It may be that a supernatural manifestation of heavenly eloquence may 
not compensate for lack of love, but surely if I can proclaim God’s truth 
and act as His messenger, if I can pierce the divine mysteries, and have all 
knowledge, and a faith that removes mountains I need not bother much 
about the cultivation of love? 
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Intellect, inspiration and faith are great gifts, but they do not bring me 
nearer to Christ. ‘Many will say to me in that day, Lord, Lord, have we 
not prophesied in Thy name? and in Thy name have cast out devils? and 
in Thy name done many wonderful works? And then will I profess unto 
them, I never knew you’ (Matt. 7:22-23). 

How tempted we are“to bow to intellectual endowments. But excep- 
tional gifts and extraordinary endowments. are no proof of spiritual health. 
A thousand things may go to tell the story of what a man has: only love 
will tell what he is. 

James and John were quite orthodox when they wanted to rain down 
fire on the Samaritan village, but they were quite un-Christlike; they lacked 
love. 

Faith may make many things possible; but only love can make them 
worth doing or well done. It may please God to use me as a teacher, or 
a seer, and yet I may be worth nothing! (v. 2). 

Nor is it otherwise in the sphere of MaTertaL Arp? 

I may dole out my property, and the sacrifice may rise to the climax 
of bodily life, and yet it will profit me nothing, (v. 3). 

Gifts and conduct which bring me before the notice of the public are 
no evidence of character and worth. The one important thing is love. 
It is His Spirit, His attitude, His disposition, His grace which keeps me 
from being merely a big noise, or nothing at all. 


‘Us with no other Gospel Thou ensnarest, 
Friend from beneath or angel from above, 
Knowing one thing, the sacredest and fairest, 
Knowing Thee is not anything but love.’ 


LOVE’ AND THE HARD WAY OF LIFE (1 Cor. 13:4) 


‘Love suffereth long’, ‘Love is very patient’, ‘Love is long forbearing’, 
so read the various versions. Each is a picture of Love as she tramps along 
the hard highway of life. 


We all know of a world of which this is not the picture; a World not 
patient, not kind; but rather, a world envious, bitter, boastful, and flaunt- 
ing the unseemly in our faces. 


In such a world Paul pictures Love; how lovely she seems. The 
Authorised Version says ‘suffereth long’. The Greek word means ‘the long 
waiting time in which a man refused to give way to his passion, Kis burn- 
ing feeling’. 

Love refuses to let the fire of passion burst out, or blaze up. Love 


accepts the affront, the wrong, the injury, the provocation, and is silent. 
Love keeps her silence. 


You have seen how a dog-fight begins. The fangs are bared, the eyes 
roll, the hair rises on the neck, the muscles become taut, the growl is 
emitted. At once the growl is answered with growl, then a snarl, a yelp, 
and they are at it. Just so, human quarrels begin. But love will not enter 
the fight, because Love will not growl back. Love keeps her silence. Love 
preserves the waiting time, and will not allow the fire to burn up, and 
blaze out. 
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The most searching criticism of life is the criticism of endurance. 
Nothing so reveals the nobility and majesty of a man or woman as their 
calm patience under unfair criticism, misjudgment, and provocation. 

Have vou noticed that the wrongs that cry loudest for redress are the 
trivial and superficial? The trivial is exaggerated into the unpardonable. 
Little children scream over an injury of which you can find no trace. Men 
refuse to forgive what scarcely needs forgiveness at all. The world is full 
of big babies. We tend to grow old without growing up; for growing up 
is not inevitable! To become mature and act as grown-up Christians needs 
the exercise of love. Peter had to learn to forgive, not until seven times, 
but an infinite number of times. For such is surely meant by ‘seventy 
times seven’. Love stands silent, you cannot get her to blaze out. 

What a sweet illustration is to be found at the arrest in Gethsemane. 
Judas takes Love’s tenderest and most exclusive token, a kiss, and makes it 
the instrument of the basest act of treachery ever committed. What was 
Love’s response? Without a shudder of revulsion, without a flush of anger, 
without a bitter taunt, Love said ‘Friend, wherefore art thou come?’ 
Note, ‘Friend’. And Love made a last appeal to the conscience, ‘Why 
have you come?’ 

The same Love was likewise silent in the Judgment Hall, and on the 
Cross. So amazing was this silence that Pilate marvelled, and the Centurion 
said, ‘Surely this was the Son of God’. 

‘Love suffereth long.’ Do you? How long is the waiting time between 
your provocation and your passion? 

How shall we get this sweet quality of Love? By looking into the 
face of Love. It is not so much an attainment as an obtainment. 


‘Love through me, Love of God, 
There is no love in me, 

O Fire of Love, light Thou the Love . 
That burns perpetually.’ 


It is the fruit of the Spirit, Gal. 5:22—24, and fruit is the deposit of 
the life of the vine. 

O Blessed Love of God, I long for Thee. I pray for Thee to be 
revealed in me. If this means that I shall now be beset with provoking 
circumstances, and injurious events, may I be so strengthened in them, that 
I act as Thou didst. May Thy Love in me act as sweetly, under the most 
fiery test, as Thou didst act in Gethsemane. 


And I must love: 


My heart is longer not my own. 
The world allures and fickle hearts may turn aside. 
Nor care that ashes mark the place of yester’s flame. 
But I have seen a Lover, spite of scorn and hate, 
Love through an agony of blood and tears; 
And ceaseless in His love for e’en His enemies 
Lay down His life, forsaken of the earth and sky, 
And rising—win a bride, and ring the marriage bells, 
That Lover is the Lover of my soul: 
And I, unto the endless end, like Him, 
I, too, must love! 
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DAILY BIBLE READINGS 
EVERY MORNING 
Be sure to read the assigned passage carefully before attempt- 


ing to answer the questions. 


1. Is there any example for me to seek to follow by God's 


help? 
2. Is there a command to be obeyed? 
3. Is there a sin for me to avoid or to forsake? 


4. Is there a promise for me to claim; if so, what are its 
conditions? 


5. What does this passage teach me (by illustration or state- 
ment) about Jesus Christ, God, myself, His will for 
my life? 


6. Is there something in this passage which should be my 
prayer for today? 


1953 


The Daily Reading List for 1953 is that issued by the Scripture Union, and 
is reproduced: by their kind permission, Helpful notes on these readings may be 
obtained from the Rev. Paul Das, North India Christian Tract and Book Society, 
18 Clive Road, Allahabad, 


‘Daily Bread’ Notes by the Rev. Guy H. King—Re 1-8 per year. 
Daily Notes on the Scripture Portions—Re 1-8 per year. 


It is also recommended that Scripture reading and study groups be arranged 
by hospital staffs. 
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April Daily Text to be Learned by Heart -Reference Text 
1, Mark 14: 60-72 | He held His peace, and answered nothing ...| 1 Peter 2: 23 
What will ye then that I shall do unto 
. the King of the Jews? ese eee | Phil. 2: 9 
3. 86-32 He saved others; Himself he cannot save ...| John 10: 17,18 
4 , 15:33-47 God, my God, why hast Thou forsaken 
Me? eee | 2 Cor. 5: 21 
They went forth, ‘and preached every 
the Lord working with them... 2 Cor. 6:1 
6. 1 Kings 1: 5-21 | Let me, I pray thee, give thee counsel e+ | Psalm 119: 24 
7. yy 1: 22-40 | The Lord liveth, that hath my soul 
out of all distress -| Psalm 34: 22 
8. »  1:41-53 | Blessed be the Lord God of Israel .. 1 Tim. 1: 17 
9. » 3:1-15 | Give therefore Thy servant an understanding 
heart ... on eee -| Prov. 2: 6 
10, » 4:20-34 | They lacked nothing = --+| Psalm 84: 11 
1. » 5:1-18 |The Lord gave Solomon. wisdom, as H 
promised him ... «| James 1: 5 
12. »  6:1-14 | Ifthou wilt walk in My statutes, and execute 
My Judgments . Pace will I perform 
My word +++ | John 14: 15 
13. » 8:1-11 | The glory of the Lord . . . filled the house Haggai 2: 9 
14. »  8:12-26 | There is no God like Thee... Exodus 15: 11 
15. »  8:27-40 | Behold, the heaven and heaven of heaven 
cannot contain Thee... bec +++ | Isaiah 57: 15 
16. » 8: 43-53 | There is no man that sinneth not. . . «+ |1 John 1:9 
17, » 8: 54-67 | Let Him not leave us, nor forsake us Deut. 31: 6 
18, » 9:1-9 I have heard thy prayer and thy supplication, 
that thou hast made before me. . . «+s | Psalm 116: 1 
19. »  10:1-13 | Happy are these thy servants, which stand 
continually before thee .. ++» | Psalm 144: 15 
20. » 10: 14-29 | They brought every man his present «+s | Romans 12: 1 
21. »  11:1-14 | His heart was not perfect with the Lord his 
God ... Psalm 101: 2 
22. » 11: 26-43 | Jerusalem, the city which I have chosen Me 
to put My name there ... +++ | Psalm 122: 6 
23. »  12:1-15 | He forsook the counsel of the old men +e | Job 12: 12 
24. » 12: 16-33 | They hearkened ...to the Word of the 
Lord ... -| Pro. 1: 33 
25. »  13:1-10 | Intreat now the face of the Lord ‘thy God, 
and pray for me -| James 5: 16 
26. » 13: 11-22 | Thou hast disobyed the mouth of the Lord.. -| Jer. 7: 23 
27. » 13: 23-34| This thing became sin... | 1 Cor. 10: 14 
28. » 16: 23-34 | He walked in all the way: of Jeroboam 
and in his sin ... eee 1 The. 5: 15 
29. » 17:1-16 | The barrel of meal wasted not, neither = 
the cruse of oil fail tele «| Phil. 4: 19 
30. » 17: 17-24 | By this I know that thou art a man of God.. -| John 3: 2 
1, 1 Puc 18: 1-16 (I Thy servant fear the Lord from my youth... | 2 Timothy 3: 15 
2. »» 18: 17-29 | How long halt ye between two — ++» | Matthew 6: 24 
3. » 18: 30-46 | Hear me, O Lord, hear me o Isaiah 65 : 24 
4. » 19:1-8 | Arise and eat; because the journey is too 
great for thee ... aie «+» | Psalm 103: 5 
5. »  19:9-21 | What does thou here, Elijah? oon Joshua 7: 10 
6. » 20: 1-14 | Let not him that girdeth on his as boast 
himself as he that putteth it off . . | Proverbs 16: 18 
” Bi » 20: 15-30 | Go, strengthen thyself Ephesians 6: 10 
8. » 20: 31-43 | As ‘thy servant was busy bag and ‘there, he 
was gone ese 2 Timothy 2: 4 
9. »  21:1-19 | Why is thy spirit 30 sad? . 2 Cor. 7: 10 
10. »»  22:1-14 | What the Lord saith unto me, that will T 
speak .. 1 Peter 4: 11 
11. » 22: 15-281 saw all Israel. . . as sheep that have not a 
shepherd ‘see eco | John 10: 11 
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30. 1; 18-31 Christ Jesus, Who . . . is made unto us 


May - Daily Text to be Learned by Heart Reference Text 


| 

12. 1 Kings 22: 29-40 | A certain man drew a bow ata venture __ ...| Proverbs 16: 33 
13. Psalm 23:1-6 The Lord is my shepherd; I shall not want | Psalm 84: 11 
Ma 24: 1-10 | Who shall stand in His holy place ... ... | Psalm 24: 4 
15. James 1: 1-15 If any of you lack wisdom let him ask of God |1 Kings 3: 12 
1: 16-27 (‘Receive with meekness the engrafted Word, 

which is able to save your souls ... .-. | Acts 20: 32 
17. 2:1-13 | If ye fulfil the royal law. ... Thou shalt 
love thy neighbour as thyself, ye do well ... | Romans 13: 10 


18. 2: 14-26 | He was called the Friend of God ... | John 15: 14 

19. je 3:1-18 | The tongue is a fire, a world of iniquity... | Proverbs 18: 21 
20. Pe 4:1-17 | Speak not evil one of another set ...| Ephesians 4: 32 
5:1-9 The coming of the Lord draweth nigh Matthew 24: 42 
5: 10-20 | Pray one for another 1 Samuel 12: 23 


23. Joel = 2:1-14 Now, saith the Lord, turn ye even to Me with j 
all your heart ... eae ir ... | Jeremiah 3; 22 
My 2: 21-32 | Be glad ... ye children of zion, and rejoice 
| in the Lord your God ... io ... | Phil. 4: 4 
. a 3:9-21 |The Lord will be the hope of His people ...| Titus 2: 13 
3:1-11 The Lord God hath spoken, who can but 
prophesy? ane ons vee ... | 2 Timothy 4: 2 
5: 1-15 | Seek the Lord, and ye shall live ..|1John 5:12 
28.  9:1-15 Though they hide themselves.... I will 
|” search and take them out thence ... ... | Proverbs 28: 13 
29.1 Cor. 1:1-17 In everything ye are enriched by Him ... | Psalm 16: 5 


| wisdom ... | Colossians 2: 3 
| The natural man receiveth not the things of 
| the Spirit of God sue sia ... | John 3: 6, 7 


NOTICE 


Will all members kindly note that delay can be avoided by their addressing the 
Nurses’ Auxiliary Secretary as Mrs E. A. Watts, Farley, Ootacamund, S. India and 
not to Nelson Square, Nagpur. 


WANTED 
Wanted immediately two fully trained (Tamil and English) Christian nurses 
for Mission Hospital. Free quarters. , Salary according to qualifications and ex- 
perience. Apply stating age and experience to Medical Superintendent, Kotagiri 
Medical Fellowship, Kotagiri, Nilgiris. 


‘HILL CONFERENCE 
The Kodaikanal Medical Conference will be held at the Kodaikanal Mis- 
sionary Union on Monday and Tuesday, May 18-19. 


The Nilgiris Medical Conference will be held at Kotagiri on Wednesday, 
May 6th, 


PRINTED IN INDIA AT THE WESLEY PRESS AND PUBLISHING HOUSE, MYSORE 
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SPECIFY PHARMACEUTICALS 


known the weld wer 


HEPORAL VITALYN(B-C} 


(POLYVALENT LIVER EXTRACT) (VITAMIN "B" COMPLEX) 


NEO-HEPORAL VITALYN(V-M) 


\ (VITAMIN 812 CONCENTRATE) (MULTIVITAMINS-MINERALS COMPOUND) 

t All products made under 


strict Laboratory control. 
Write for Catalogue & CONTINENTAL DRUG COMPAR LTO. 


133 ANNIE BESANT BOLD WORL! 


SOLE DIST BU TORS: 


ALDESTAN FOR 
TYPHOID 


Aldestan Tablets, effective in all stages of Typhord 


| Bottles of 30, 60 and 300 at Rs. 5, Rs.9 and Rs. 40 
respectively. 


Packing, forwarding charges and sales tax extra : 


Important: Special Concession to Missionary and Charitable 
Institutions. 


| N.B.—Descriptive literature and exhaustive clinical reports on request. 


SOLE DISTRIBU TORS FOR BOMBAY AND SAURASHTRA STATES: 
CHAVANNES & CO., LTD. 


Mercantile Chambers, 
Graham Road, Ballard Estate, Bombay (1!) 


Post Box: 552 Telegram: INDOFRANCO Telephone: 21454 
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HOSPITAL 
AND 
DISPENSARY RECORDS 


Daily and Four-hourly Temperature Charts 
Order Sheets. Laboratory Records 
Case Records. Operation Records 

Blood Sugar ‘Tolerance ‘lest Records 
Carbon Duplicate Hospital Account Book 


Dispensary Records 


‘ 


THE WESLEY PRESS & PUBLISHING HOUSE 
MYSORE CITY 
AND 


THE C.M.A.I. HOSPITAL SUPPLY AGENCY 
DHAPLA BUILDING: 
GOVERNMENT GATE ROAD 
BOMBAY 12 
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TH JOURNAL OF THE CHRISTIAN MEDICAL ASSOCIATION 
OF INDIA, PAKISTAN, BURMA AND CEYLON 


Editor: H.H. Gass Associate Editor: Donatp E. PAaTerson 
Members of Editorial Board: 
D. C. DevaDHAR I. E. J. Davin Y. D. Uzcare 


Published Bi-monthly, One Volume per year by The Wesley Press, Mysore City 


EDITORIAL COMMUNICATIONS 


Original Communications. The JouRNAL will be pleased to consider for publication 
suitable articles by non-members as well as by members of the Christian Medical 
Association of India, Pakistan, Burma and Ceylon. Manuscripts should be sent to 
the Editor, H. H. Gass, M.D., Christian Medical College Hospital, Vellore, North Arcot 
District, S. India. Articles are accepted for publication upon the understanding that 
they are contributed solely to the JouRNAL of the Christian Medical Association of 
India, Pakistan, Burma and Ceylon. 


_ Neither the Editor nor the publishers accepts responsibility for the views and state- 
ments of authors as published in their Original ‘Communications’. 


Manuscripts. Manuscripts should be typewritten on one side of the paper only 
with double spacing and liberal margins. Pages should be, if possible, 8} x 11 inches. 
References should be placed at the end of the article and should include, in the order 
given: name of author, title of article, journal, volume, page and year. Illustrations 
accompanying manuscripts should be numbered provided with suitable legends and 
marked on margin or back with the author’s name. 


Illustrations. A reasonable number of half-tone illustrations will be reproduced 
free of cost to the author, but special arrangements must be made with the Editor for 
elaborate tables or extra illustrations. Copy for zinc cuts (such as pen drawings and 
charts), should be drawn and lettered only in indian ink or black typewriter ribbon as 
ordinary blue ink or colours will not reproduce. Only good photographic prints or 
drawings should be supplied for half-tone work. 


Reprints. Twenty-five reprints of articles published among ‘ Original Communica- 
tions’ will be furnished to the author free of charge. Arrangements for additional 
reprints must be made directly with the publishers, The Wesley Press, Mysore City, 
Mysore. Individual reprints of an article must be obtained through the author. 


oa Consultants’ Column. Questions for the Consultants’ Column are to be sent to the 
itor. 


Institutional Reports and News Notes. Annual Reports of hospitals and other 
medical institutions, brief descriptions, celebrations or developments in them and 
personal notes concerning members are solicited for the above departments of the 
JournaL. They should be sent to the Secretary, E. W. Wilder, M.D., Nelson Square, - 
Nagpur 1. 

Notices and Classified Advertisements are to be sent to the Secretary. The latter 
should be accompanied by a Money Order for Rs. 3 per insertion for 3 lines. 


Change of Address. The Secretary and Publishers alike would appreciate prompt 
notice of change of address of members which may be sent either to the Secretary or 
the Wesley Press, Mysore. In this connection the attention of members going on 
furlough or study leave is drawn to the fact that it costs no more to send their JouRNAL 
overseas than to their local station. On leaving the country send your forwarding 
address to the Press. 


Commercial Advertising. Enquiries concerning space should be addressed to the 
Manager of the Wesley Press, Mysore City, Mysore. 


Memberships and Subseriptions are collected by the.Publishers. Notice of expiry of 
such is sent to the individual by the Press one month before expiry. On receipt of such 
notice it is requested either that immediate payment by money order be made or that 
instruction be given to responsible persons to accept the next Journat V.P.P. if the 
member or subscriber himself is to be out of station. Careful observance of this will 
assist the publishers and the secretary and prevent many a lapsed membership. 
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PREVENT THE RESISTANT STRAINS 


against fa} 
ss ISONICOTINIC ACID HYDRAZIDE 
with 
TIBIZIDE WITH CALCIUM PAS AND B.VITAMINS | f 
« Tubercle Bacillus is capable of developing ‘a 
resistance.both in Vitro and in Vivo. _ ae 
J.A.M.A, 149, 1224, 1952 
e Infection with Isoniazid resistant strains 
of extraneous origin may be expected in _— 
some hospitals and later in the general ' 
population. 
Grace et al J.A.M.A. 149, 1241, 1952 y. \ 
Isoniazid and PAS form an attractive | 
combination because of its easy admini- ; ey 
stration. 
Lancet II. 472, 1952 
COMPOSITION: 100 gm. coated granules contain: | y 
Tibizide (Isonicotinic Acid Hydrazide): 
1500 mgm., Anhydrous Calcium para-amino- . 
Salicylate: 85 gm., Vitamin B,: 40 mgm., ; 
Vitamin B,: 15 mgm., Vitamin mgm., 
Sodium Pantothenate: 5 mgm., Niacinamide: | “a 
30 mgm., Excipients q.s. d | 
In bottles of 100 gm. coated granules with 4 . 


dosage measure, . 


igs 
ALBERT DAVID LTD. 


15, CHITTARANJAN AVENUE, CALCUTTA-13 
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proteolysed liver and yeast, 
stomach extract, folic acid, iron and 
minerals including cobalt sulphate. 


For conditions of debility and 
various types of anaemias in the tropics. 


Available in 2 oz., 4 oz. and 
6 oz. bottles. 


"TEDDINGTON CHEMICAL FACTORY LTD. 


(Biological & Pharmaceutical Laboratories) 
surén Road, Andheri, Bombay.. 


Sole Distributors :W. T. SUREN & | co. 
P.O. Box 229, Bombay 1. - 


Branches: Calcutta: P. O. Box 672 Madéas,P: °. Box 1286. 
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WIDER SCOPE FOR = 


CHLOROMYCETIN 


IN THE 
TREATMENT OF TROPICAL DISEASES 


CHLOROMYCETIN has one of the widest antibacterial spectra among 
established antibiotics and, in addition, is available in several forms. Its 
= remarkable activity against a great number of pathogenic organisms—bacteria, 
{ckettsiz and viruses, givesita wide application in the field of tropical medicine. 


Chloromycetin has been used successfully in the treatment of 


AMGBIASIS * BOUTONNEUSE FEVER * DYSENTERY * TRACHOMA * TROPICAL ULCER * TULAREMIA 
TYPHOID AND PARATYPHOID * TYPHUS AND SCRUB TYPHUS. UNDULANT FEVER 
VIRAL HEPATITIS + YAWS 


Supplied in vials of 12 kapseals of 250 mg. 


prepiatric Chioromycetin paimitate 
A pleasant-tasting suspension of a bitterless derivative of the 
antibiotic for administration to children. One teaspoonful (4 c.c.) 
is equivalent to 125 mgm. Chloromycetin. Bottles of 60 c.c. 


FOR TOPICAL USE 


Chioromycetin Cream 

¥ A cream indicated in the treatment of pyodermas, folliculitis and 
dermatoses of infective origin. Also effective as a routine minor 
wound dressing. Tubes of 1 oz. 


FOR OPHTHALMIC USE 


Chioromycetin Ophthalmic 
A buffered, stable ophthalmic solution indicated in the treatment 
of bacterial and viral conjunctivitis, trachoma, keratitis and herpes 
* zoster ophthalmicus. In vials of 15 c.c. capacity. 
Chioromycetin Ophthalmic Ointment 
A petrolatum-base oculentum of 1% Chloromycetin, for the 
Tubes of } oz. 


PARKE, DAVIS & COMPANY. LIMITED 


Inc. U.S.A. 


BOMBAY 
® Registered Trade Mark. 
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